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INTRODUCTION TO THE PORTFOLIO (Volume 1)
The portfolio contains work completed during the PsychD in Clmical Psychology. It is 
divided mto two volumes as follows:
VOLUME 1
Volume 1 consists of an academic dossier, a clinical dossier and a research dossier.
The academic dossier contains four essays for each of the core placements covered during the 
first two years of clinical trammg.
The clinical dossier contains summaries of all core and specialist placements, and summaries 
of the five clioical case reports.
The research dossier contains the service related research project (Year 1), the major research 
project (Year 3), and the research log.
VOLUME 2
Volume 2 consists of the full clinical dossier of work completed during the PsychyD in 
Clinical Psychology. It contains five case reports: one for each of the core placements and a 
case report for the Specialist Community Forensic Placement, and documentation fiom the six 
placements undertaken (logbooks of clinical experience, placements contracts and clmical 
evaluation forms).
The work presented m both Volume 1 and 2 is presented in order of placement undertaken. 
This is to reflect the development of clinical skills over the three years of clinical training.
ACADEMIC DOSSIER
OVERVIEW
The academic dossier contains the four essays from each of the core placements undertaken
during the first two years of training.
Adult Mental Health Essay
How can we use psychological theory to explain worry and how may we 
approach the treatment of dysfunctional worry? Discuss with reference to 
the evidence hase of the theoiy(ies) you present.
Year 1 
December 2000
How can we use psychological theory to explain worry and how may we 
approach the treatment of dysfunctional worry? Discuss with reference to 
the evidence base of the theory(ies) you present.
Introduction
This essay will describe a psychological theory of worry developed by Borkovec and his team 
of researchers over the last two decades. Consideration will be given to the evidence base for 
this theory with reference to other psychological theories of worry. According to the 
Diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM IV: American 
Psychiatric Association, 1994) generahsed anxiety disorder (GAD) is a disorder which is 
characterised by excessive worry. GAD will be defined, and Wells’ (1995,1999) meta- 
cognitive theory of dysfunctional worry in GAD will be described. Treatment based on this 
theory aims to modify dysfunctional worry in GAD using a variety of strategies, some of 
which will be outlined. Finally, the evidence for Wells’ theory and treatment model will be 
explored.
Borkovec’s psychological theory of worry
Worry is a term that is used in everyday language and is an activity that occurs within a range 
of anxiety disorders (Davey, Tallis and Capuzzo 1996). Despite the prevalence of this activity, 
and its inclusion in the DSM IV as a defining feature of GAD, research into the nature of 
worry is relatively young. In a seminal research paper, Borkovec, Robinson, Prunzinsky and 
DePree (1983) have defined worry as a 'chain o f thoughts and images, negatively affect laden 
and relatively uncontrollable. The worry represents an attempt to engage in mental problem 
solving on an issue whose outcome is uncertain but contains the possibility o f one or more 
negative outcomes. Consequently, worry relates closely to the fear process. ’ (p. 10). They 
examined the nature of worry in two groups: one consisting of self-labelled worriers and the 
other consisting of non-worriers.
Borkovec and his colleagues found that self-labelled worriers differed from non-worriers in 
their reported uncontrollability of thought intrusions once worrying was initiated. This finding 
has been replicated by Craske, Rapee, Jackel and Barlow (1989), who found that excessive 
worriers (with a diagnosis of GAD) reported both less control over their worrying, and less 
success in resisting or reducing their worry than nonanxious controls. Craske and his 
colleagues extended Borkovec’s findings, and reported that the two groups in their study did
not differ in terms of duration of worry, associated anxiety or the extent to which they judged 
the content of worry to be reahstic.
Borkovec et al. (1983a) generated hypotheses about the nature of worry related to the fear- 
incubation Hterature (Eysenck 1979: as cited in Borkovec et al. 1983a). This hterature 
suggests that 15-minutes of exposure to a feared stimuli can lead to maintenance or increase 
of fear, whereas 30-minutes or greater leads to fear extinction. They found that for both 
worriers and non-worriers, a brief (fifteen-minute) period of worry, as compared to lengthier 
(thirty-minute) periods, resulted in an apparent ‘incubation’ of negative thought intrusions in a 
subsequent attention task. This suggests that worrisome thinking can be self-perpetuating 
under certain temporal conditions. The finding that brief periods of worry have incubating 
effects has been replicated (e.g.: York, Borkovec, Vasey and Stem 1987).
While brief periods of worry were found to lead to an increase in negative thought intrusions, 
more lengthy exposures resulted in a reduction of such intrusions. In a subsequent study, 
Borkovec, Wilkinson Folensbee and Lerman (1983b) demonstrated that the use of a ‘stimulus 
control package’ resulted in significant reductions in the amount of reported daily worrying in 
self-labelled worriers. Participants were asked to interrupt the worry process soon after it had 
begun, and to postpone it to a designated thirty-minute controlled worry period. The students 
in their sample were able to significantly reduce their worry using this method. This has been 
an influential piece of research and the use of controlled worry periods in the treatment of 
chents with GAD is currently advocated (Wells 1997).
In 1990, Borkovec and Inz compared the presence of thoughts and images among chents with 
GAD and nonanxious controls during periods of self-relaxation and worry. During relaxation, 
GAD subjects reported equal amounts of thought and imagery while nonanxious subjects 
reported more imagery. During worry, both groups reported a higher proportion of thoughts 
over imagery. Borkovec and Inz concluded that worry predominantly involves thought-hke as 
opposed to imaginai activity. A number of subsequent studies have supported this finding: 
WeUs and Morrison (1994) compared the process features of naturally occurring worries and 
obsessions in a non-patient group of students and nurses. Consistent with Borkovec’s 
findings, worry was rated as a predominantly being a verbal-thought activity rather than one 
involving imagery. Freeston, Dugas & Ladouceur (1996) also found a predominance of 
thought activity during periods of worry, and that ‘excessive worriers’ reported a significantly 
higher percentage of conceptual activity than did ‘ordinary worriers’.
The finding that worry is thought-like in nature has led Borkovec and Inz (1990) to consider 
what function it might serve. Basically, they have theorised that worry may function to avoid 
imagery in order to avoid affect. They cite Lang’s (1988) assertion, that imagery is the 
primary vehicle for the somatic activation of emotion. They suggest that one way to learn to 
avoid anxious emotional experience would be to increase the generation of, and focus on 
conceptual activity. Borkovec, Lyonfields, Wiser and Diehel (1993; as cited in Borkovec 
1994) have extended this finding and shown that it is not thinking per se, but worrisome 
thinking that causes the inhibition of unwanted emotional processing, as measured by somatic 
responses.
In 1994, Borkovec suggested another function of worry based on the finding that many 
chronic worriers report worrying in order to anticipate, and avoid, future catastrophes. He 
maintains that worry may also function as a cognitive avoidance response to threatening 
events. Borkovec (1994) summarises that worry is likely to be associated with the avoidance 
of more threatening outcomes and reinforced by the non-occurrence of such feared events. 
Failure to emotionally process feared material means that threatening images are sustained, 
which has a maintaining effect on anxiety.
An appealing feature of Borkovec’s psychological theory of worry lies in its development 
over time on the basis of ongoing empirical research. This theory is evidence-driven, and a 
number of subsequent studies (e.g.: Freeston et al. 1996; Wells and Morrison, 1994; Craske et 
al. 1989: York et al. 1987) have served to broaden its evidence base. In summary, worry is 
described as a conceptual, verbal-linguistic activity which relates to fear processes and is 
experienced by the worrier as an uncontrollable. Controlled worry periods may be applied to 
the treatment of worry. The function of worry is that of cognitive avoidance of unwanted 
images, emotions or events, which has a maintaining effect on anxiety. Borkovec’s research 
constitutes a huge contribution to this field and has resulted in what is considered to be a 
leading psychological theory of worry (Brown 1997).
The value of Borkovec’s theory has however been questioned by O’Neill (1985), who argues 
that worry and anxiety are two referents of the same thing, worry being the cognitive 
component and anxiety being the autonomic component. O’Neill maintains that it is more 
useful to consider worry as a component of anxiety rather than study it as a separate 
phenomenon. Borkovec (1985) has responded by arguing that the definition and exploration 
of worry is required, regardless of whether or not it is the cognitive component of anxiety. 
Tallis, Eysenck and Mathews (1991) argue that O’Neill has misleadingly implied that a
satisfactory account of anxiety exists. They maintain that this is not the case, and that it would 
therefore be premature to abandon research into related cognitive phenomena. More recently, 
worry theorists have moved away from exploring worry purely in relation to anxiety, towards 
looking at some of the adaptive functions of worry.
Alternative psychological theories of worry
Davey (1994) offers a theoretical perspective that emphasises a different function of worry, 
that of problem solving. He highlights that the problem-solving function of worry outlined in 
Borkovec et al’s (1983a) definition has tended to be omitted from contemporary theoretical 
perspectives. Davey maintains that the focus of worry research has moved towards the clinical 
end of the continuum where pathological worry appears to exacerbate problems rather than 
solve them. He views at least some worrying as constructive, acting to solve potential life 
problems. Pathological worry is seen to occur when the adaptive function of worry is thwarted 
by cognitive features of the pathological worrier, which prevent closure of the problem. This 
approach to worrying is theoretically different from Borkovec’s, because it highlights two 
different conceptions of worrying: One represents a pathological unwanted process that leads 
to the exacerbation of problems and anxiety enhancement, and the other represents a 
constructive, task-oriented process that leads to anxiety reduction (Davey Tallis & Capuzzo 
1996).
Boehkne, Schwartz, Stromberg and Sagiv (1998), have also examined the adaptive function of 
worry in an investigation of the relationship between worry and psychological well-being. 
They hypothesised that worries about the self, or others with whom the person identifies 
(“micro worries”) are related to anxiety or poor mental health, whereas worries relating to 
wider society (“macro worries”) are associated with psychological well-being. They found 
that although most correlations between macro worries and mental health were in the direction 
of psychological well-being rather than pathology, these associations were weak. These 
preliminary hypotheses are interesting and further exploration of the relationship between 
macro worries and well-being is implicated.
Summary of the worry research
The investigation of worry has flourished in recent years and for reasons of brevity, only a 
small section of the literature has been described here. It should be noted that most 
investigations of worry share a number of features including the use of self-report measures. 
Davis and Montgomery (1997) maintain that worry is a fleeting and elusive activity to 
measure in this way. Worry is a subjective experience, and the intensity of worry is subject to
individual differences. Asking people to worry amounts to asking them to enter a state of 
mind that is unpleasant, and it is not possible to guarantee that participants actually engage in 
this mental activity when instructed to do so. Research been carried out in laboratory settings, 
making it difficult to capture the nature of naturally occurring worries.
Despite these ongoing methodological issues, it is clear that research in this field has made 
significant progress in recent years. Davey and Tallis (1994) maintain that one should not 
necessarily consider the differing theoretical explanations of worry to be mutually exclusive. 
Worry may serve a number of psychological fimctions, each of which may influence (and be 
influenced by) different psychological and physiological factors. Worry is a coinplex activity 
and resolving its definition appears to be even more comphcated when it is considered that 
individuals who report worrying as being an aversive activity, such as those with a diagnosis 
of GAD, also believe that worrying is useful (Wells 1995). This paradoxical quality of worry 
is a feature of Wells’ Meta-cognitive theory of pathological worry in GAD. This essay will 
now define GAD, before going on to describe this theory.
GAD, as defined by the DSM IV
Worry is recognised as a predominant feature of GAD. The DSM IV defines GAD in adults 
as: Excessive worry (apprehensive expectation) and anxiety about a number of events, 
occurring more days than not, for at least 6 months (Criterion A). The person with GAD has 
difficulty controlling worry (Criterion B). Anxiety and worry are accompanied by (at least) 
three additional symptoms fi-om the following hst: Restlessness, fatigue, difficulty 
concentrating, irritability, muscle tension, and sleep difficulties (Criterion C). The focus of 
anxiety is not confined to characteristics of another anxiety disorder (Criterion D). The 
individual with GAD reports subjective distress due to constant worry, and has difficulty 
controlling worry or experiences impairment in other important areas of functioning (Criterion 
E). The disturbance is not due to the effects of a substance or medical condition and does not 
occur exclusively during a mood or psychotic disorder (Criterion F). The client finds it 
difficult to stop the worry and the intensity, duration or frequency of anxiety or worry 
outweighs the likelihood of the feared event. Adults with GAD often worry about a variety of 
routine fife circumstances as well as minor matters, and the focus of the worry may shift from 
one concern to another during the course of the disorder.
A meta-cognitive theory of pathological worry in GAD (Wells 1995,1999)
Patients with GAD thus report periods of chronic and repeated worrying on a variety of 
topics. Wells (1995) argues that because GAD worries differ from non-pathological worries in
their appraised imcontrollability of worry (e.g.: Craske et al 1989), it is important to consider 
the patients’ appraisal of worry. The appraisal of worry is the central feature WeUs’ (1995) 
cognitive model of abnormal worry in GAD. Two types of cognition are identified: the 
appraisal of non-cognitive stimuh (such as external events or bodily sensations), and the 
appraisal of thoughts themselves. The appraisal of thought is known as meta-cognition 
(FlaveU 1979: as cited in Wells 1995). Wells posits that meta-cognitive beliefs about worry 
may be positive (for example: “worrying helps me to solve problems”) or negative (for 
example: “my worries are uncontrollable”), and that for client with GAD these positive and 
negative beliefs co-exist. Behefs about worry have a motivational effect in that they 
encourage the individual to engage in certain types of thinking or to expend effort in 
controlling thoughts. Wells’ meta-cognitive theory of worry in GAD in outlined below in 
Figure 1.
Trigger
(Partner late home)
Positive meta-beliefs activated
(I should worry to prepare 
myself for the worst)
Negative meta-beliefs activated
(If I don’t control these thoughts 
thev will control me)
Emotion
(Anxiety)
Thought
Control
(Suppress
thoughts
Distraction)
Behaviour
(Arrive home later 
than partner. 
Avoid news about 
accidents)
Type 1 worry
(He’s had an accident)
Type 2 worry: 
Meta-worry
(My worries are making me mad)
Figure 1: A meta-cognitive theorv of generalised anxiety disorder (adapted from Wells 1997) 
with a sample GAD case conceptualisation presented in parentheses.
In this theory. Wells (1995) identifies two types of worry: Type 1 worries which are 
concerned with life events such as social or health worries, and Type 2 worries (or meta­
worries) which basically involve worry about cognition. It is held that normal worry consists 
of httle or no Type 2 worry. Worry becomes pathological when one begins to negatively 
appraise the activity of worry and engage in Type 2 worry. Like Davey (1994), Wells 
conceptualises pathological and non-pathological worry separately: On the basis of this 
model, pathological or dysfunctional worry is qualitatively distinguishable from that observed 
in non-patient groups on the basis of the presence of Type 2 worry.
Many patients with GAD report a long history of worrying and according to this model, the 
development of GAD occurs over a period of time. Wells (1995) suggests several potential 
routes for the development of GAD, highlighting the role of previous experience. For 
example, an individual may initially worry in order to deal with problems in life, perhaps as a 
result of the influence of a parent who modelled the use of worry in this way. At some point, 
worrying may become the focus of negative appraisal, for example if a parent experiences 
mental health problems associated with worrying. Once the individual begins to negatively 
appraise worry (that is, engage in meta-worry), other factors become involved in the 
maintenance of the problem. These include behaviour, use of thought control and emotions.
WeUs (1995) highhghts that worry may be used as a cognitive or a meta-cognitive strategy. 
As a cognitive strategy, wony may be used to solve problems (c.f. Davey 1994) or to 
anticipate future threats (c.f. Borkovec 1994). As a meta-cognitive strategy, worry may be 
used to suppress or avoid other unwanted types of cognitive activity that are more distressing 
(c.f. Borkovec and Inz 1990). As Borkovec (1994) argues, the use of worry as a means of 
avoiding more upsetting cognitive material interferes with the emotional processing of such 
material. Like Borkovec, WeUs maintains that this is likely to be a counterproductive strategy, 
which strengthens negative beliefs and meta-worry.
Behavioural strategies such as avoidance of certain situations, reassurance seeking and 
checking are used to prevent the activation of worry. Avoidance may be linked to both Type 1 
worry (e.g. avoidance of feared situations) and Type 2 Worry (e.g. avoidance of the dangers 
of worry itself). Wells (1999) maintains that the meta-cognitive model is unique in its 
emphasis on the role of behaviours linked to Type 2 worry, which are aimed at averting the 
negative consequences of worry. Engaging in avoidance behaviours preserves negative worry 
behefs and meta-worry, as the non-occurrence of catastrophe due to worry (e.g. FU go mad).
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is attributed to their use. These strategies maintain a preoccupation with worry and prevent 
exposure to situations where one can learn that worry is not dangerous.
Anxious emotional responses can also be linked to both Type 1 and Type 2 worries. Wells 
argues that Type 1 worry may lead to an initial rise in anxiety which may escalate with the 
activation of Type 2 worry. Meta-worry worry then contributes to symptoms of anxiety such 
as a racing mind or an inability to relax. These symptoms are taken as further evidence for 
beliefs about the dangers associated with worrying.
The treatment of dysfunctional worry in GAD based on Wells’ theory.
Wells (1997) proposes that treatment of GAD should target dysfunctional worry, aiming to 
modify meta-worry and negative and positive beliefs. Following assessment and case 
conceptualisation, treatment typically consists of a sequence of strategies, starting with the 
modification of uncontrollability beliefs and other negative behefs and meta-worries, before 
targeting positive meta-beliefs. Finally, treatment moves towards training in alternative 
strategies for dealing with worrying thoughts. For reasons of brevity, only a selection of these 
strategies will be described here. A fiiU account of these techniques is outlined by WeUs 
(1997).
Wells (1997) describes a number of strategies for use in assessment to determine the nature 
and relevance of Type 2 worries. His treatment manual also contains a number of self-report 
instruments for assessing the dimensions of worry. The Anxious Thoughts Inventory (AnTI: 
Wells 1994: as cited in WeUs 1997) is a measure that taps into Type 1 and Type 2 worry 
separately. The Meta-cognitions Questionnaire (MCQ: Cartwright-Hatton and WeUs 1997: as 
cited in Wells 1997) is a measure of both positive and negative behefs about worry. Wells 
also recommends that a recent worry episode is reviewed during assessment in order to 
develop an idiosyncratic case-conceptuahsation (such as the one presented in Figure 1). The 
client should then be ‘sociahsed’ to the cognitive model of GAD, that is, they should obtain a 
basic understanding of the nature of the model and its imphcations for treatment.
Verbal strategies aimed towards the modification of belief (reattribution techniques), are 
recommended to question the evidence for meta-worry and negative behefs. The client is 
asked to provide sources of evidence that worry is harmful. If evidence is presented, the 
quality of this is questioned, and counter-evidence is elicited. These techniques are foUowed 
with reflection on evidence to suggest that worry is harmless. It is also possible to question the 
causal mechanism by which worry might be harmful. For example, if an individual beheves
11
that stress causes mental breakdown, one might question why students taking examinations do 
not breakdown mentally.
The use of behavioral experiments to modify meta-worry and negative beliefs is also 
recommended. Borkovec et al’s (1983b) stimulus control package has been modified by Wells 
according to the meta-cognitive model. Wells emphasises that one must use these strategies to 
modify dysfunctional negative beliefs about the uncontrollability of worry, and to demonstrate 
that control is possible. Beliefs are rated before and after controlled worry periods. Wells also 
recommends that specified worry periods are used for attempting to lose control of worrying. 
Here, the client is asked to push their worry to the limit and to attempt to lose control of their 
mind. Behefs are modified as they learn that loss of control is not possible and that worry is 
better regulated than they originally thought.
Wells (1997) uses verbal reattribution techniques to challenge positive behefs about wony. 
Here, evidence for the value of worry as a strategy is questioned and counter-evidence 
suggesting that worry is disadvantageous is explored. Chents who view worry positively as a 
strategy to anticipate problems assume that their worries are accurate representations of the 
world and events. WeUs maintains that the abihty to question the accuracy of ones worries is 
an important therapeutic goal. This can be facilitated by the use of mismatch strategies, 
whereby the content of worries and actual events are explored and compared. The resulting 
mismatch is used to demonstrate the inaccuracy of worry, and to challenge positive behefs 
about its value.
The final stage of treatment outlined by Wells (1997) involves training in altemahve coping 
strategies. These include finding ‘new endings for old worries’ where the client is asked to 
think about positive outcomes in association with their worries. The aim here is to facihtate 
flexible, rather than negative thinking in worrying situations. ‘Letting go of worries’ is a 
strategy which involves asking the client to acknowledge the presence of worry, but to do 
nothing with it, just let it go. These strategies are not introduced as techniques for controlling 
worry, but are intended to broaden the range of appraisal strategies available to the chent.
Evidence for Wells’ theory and treatment model
In describing the meta-cognitive theory of GAD, this essay has highlighted some of the 
existing research hterature that is consistent with its content (e.g.: Craske et al 1989; Davey 
1994; Borkovec 1991, 1994; Borkovec and Inz 1991). The compatibihty of WeUs’ theory with 
published research is encouraging. In addition to this, a number of recent research studies
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offer further support for the theory. A useful framework for exploring this evidence is 
provided by Wells and Butler (1997), who have derived the following testable predictions 
from Wells’ theory;
1) Clients with GAD should show higher incidence of meta-worry compared to normal 
controls and anxious patients whose primary problem is not one of intrusive thoughts.
2) Meta-worry should contribute to the distress and anxiety associated with worrying 
independently of the frequency of Type 1 worries.
3) Clients with GAD should show positive beliefs about wony as well as negative 
beliefs.
4) Treatment which fails to modify Type 2 Worry, and beliefs about worry, should have 
higher relapse rates than treatments that modify these dimensions.
The prediction that meta-worry should contribute to pathological worry in GAD 
independently of trait anxiety, has been directly tested by Wells and Carter (1999). Using the 
AnTI, they found a direct positive association between meta-worry and pathological worry. 
This association was found to be independent of the frequency of Type 1 worry and Trait 
anxiety.
Cartwright-Hatton and Wells (1997: as cited in Wells 1999) developed the MetaCognitions 
Questionnaire (MCQ) to assess dimensions of positive and negative beliefs about worry in 
GAD. In line with Wells and Butler’s third prediction, both positive and negative meta- 
cognitive beliefs about worry were significantly associated with worry proneness. Further, 
GAD patients reported significantly greater negative behefs about worry than did non-patient 
controls.
In an exploration of the role of anxiety processes in the maintenance of delusional distress. 
Freeman and Garety (1999) also found support for the prediction that both positive and 
negative beliefs about worry exist in a group of individuals with GAD. This group also 
reported experiencing meta-worry on a frequent basis and that they found it difficult to control 
their worries. Overall, their findings were broadly in support of Well’s model of dysfunctional 
worry in GAD. Freeman and Garety also found that for their sample of individuals 
experiencing persecutory delusions, delusional distress was related to whether they 
experienced meta-worry concerning control of delusion-relevant worries. This research 
imphes that factors within Wells’ meta-cognitive model of anxiety may also be of relevance to 
individuals with psychosis.
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Davis and Valentiner (2000) recently tested several tenets of Wells’ theory using the MCQ. 
They found that people with GAD exhibited more meta-worry and meta-cognitive behefs than 
controls. They also found evidence that meta-worry contributes to GAD independently of trait 
worry. Finally, they found support for the hypothesis that meta-worry is more fundamental to 
the distinction between normal and pathological worry than other related constructs (such as 
trait worry or anxiety symptoms). These results offer further support for the first three 
predictions made by WeUs and Butler (1997), adding to the evidence-base for Wells' meta- 
cognitive theory. However, Davis and Valentiner found that some sub-scales on the MCQ 
were better at predicting anxiety and distinguishing GAD from other groups than were other 
subscales. They conclude that WeU’s model offers a good starting point for understanding the 
central features of GAD, but is limited in its predictive validity.
WeUs and Butler’s (1997) fourth hypothesis concerns the outcome of treatment of GAD. They 
predict that treatment that fails to modify Type 2 Worry, and beliefs about worry, should have 
less long-term success than treatments that modify these dimensions. Unfortunately, due to 
the young age of Wells’ theory, outcome data on the efficacy of his treatment model is not 
available. However, a glance at the existing outcome literature suggests that such research 
may prove valuable.
Compared with the efficacy of treatments for other anxiety disorders, the treatment of GAD 
has resulted m modest improvements (Butler, FenneU, Robson & Gelder 1991; Durham, 
Murphy, Allan, Richard, Treliving & Fenton 1994; White, 1998). Outcome research in GAD 
has been carried out using a number of different methods, including behaviour therapy and 
cognitive-behaviour therapy (e.g. Butler et al. 1991); analytic psychotherapy and anxiety 
management (e.g. Durham et al. 1994; Durham, Fisher, Treliving, Hau, Richard & Stewart 
1999); supportive psychotherapy (Crits-Cristoph, Cormoly, Azarian, Crits-Cristoph & 
ShappeU 1996); large group “stress-control” therapy (White 1998) and apphed relaxation 
(e.g.: Ost and Breüioltz 2000). Follow up studies, that have compared the efficacy of different 
approaches, have tended to favour cognitive and cognitive-behavioral treatments (e.g. Butler 
et al. 1991; Durham et al 1999). Ost and Breüioltz (2000) recently reported that both applied 
relaxation and cognitive therapy yielded significant improvements, which were maintained at 
a 1- year follow-up.
Although treatments of GAD have become more effective in recent years, they still yield poor 
outcomes compared to those for other anxiety disorders such as panic disorder (WeUs and
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Butler 1997, Ost and Breiholtz 2000). Ost and Breiholtz draw attention to the problem that 
most treatments that have been apphed to GAD have been developed for other types of 
anxiety disorders. These approaches are limited by their lack of a relationship to a coherent 
theory of the onset and maintenance of GAD. ,
Well’s model marks a shift towards a specific treatment for GAD based on a meta-cognitive 
theory. Treatment based on this model involves the modification of Type 2 worries and behefs 
about worry. This treatment is fimdamentally different from traditional methods, which have 
not directly targeted the mechanisms underlying dysfimctional worry (Wells 1999). The 
failure of existing treatments to modify meta-worry and behefs about worry may explain the 
relatively poor success of these approaches. This would be consistent with Wells and Butler’s 
fourth prediction regarding the treatment dysfunctional worry in GAD.
To summarise, there is a sound evidence-base for Wells’ meta-cognitive theory of 
dysfunctional worry in GAD. The theory is consistent with both existing research, and 
research that has been conducted since its development, although findings from one study 
suggest that the model is limited in terms of its predictive validity. The model of treatment 
based on Wells’ theory has not yet been evaluated but it may explain the comparatively poor 
outcomes of existing treatments.
Conclusion
Research into the nature and function of worry has clearly made significant progress in recent 
years. Borkovec’s theory of worry has been highly influential and signifies a significant 
contribution to this field. Other psychological theories of worry have explored its adaptive 
functions. These theories are not mutually exclusive and, taken together, this research on 
worry highlights the complexity of this conceptual activity and the different functions that it 
may serve.
Much of this hterature is consistent with a meta-cognitive theory of dysfunctional worry in 
GAD outlined by WeUs (1995, 1999). This theory highlights the significance of the appraisal 
of worry in the onset and maintenance of this disorder: Dysfunctional worry in GAD is 
characterised by the presence of Type 2 worry and beliefs about worry.
There is a good deal of evidence within the research literature to support this meta-cognitive 
theory. However, the outcome of treatment based on this theory has not yet been reported.
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Despite the progress that has been made, the study of worry is still young, and there is room 
for further research to improve our understanding of this activity. The finding that Wells’ 
model lacks predictive vahdity suggests that fiuther exploration of the development of 
dysfunctional worry in GAD is necessary. Research into the significance of meta-worry in 
other disorders, in particular psychosis, is also implicated. Most importantly, outcome 
research on the efficacy of treatment which modifies meta-worry is required. Wells’ meta- 
cognitive theory is exciting, but its clinical utihty must be demonstrated before we can say 
that we have a new breakthrough in our understanding of GAD.
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Sexually abused and/ or sexually abusing: what is the role of the clinical psychologist in 
working with people with learning disabilities who have been abused or who abuse
others?
Introduction
In the last decade, there has been a growing awareness of the vulnerability of people with 
learning disabilities to sexual abuse (McCarthy, 1999). Learning disability has been defined as 
‘a significant impairment of intelligence and social fimctioning acquired before adulthood’ 
(Department of Health; 1998). The upper IQ limit for learning disability is 70. Learning 
disability has become the professional term used in the United Kingdom to describe people 
who were previously labelled as mentally handicapped, and are described in the United States 
as mentally retarded (Brown and Thompson, 1997).
The present essay will first outline the role of the clinical psychologist (CP) within the 
National Health Service. It is beyond the scope of this essay to consider the role of the CP in 
relation to people with learning disabilities who have been sexually abused, and those who 
abuse others. The essay will therefore focus on work with people who have been abused. A 
definition of sexual abuse will be outlined, and the prevalence and effects of sexual abuse in 
this client group will be described. The essay will go on to describe the work undertaken by 
CP’s with people with learning disabilities who have been sexually abused including 
assessment and interventions, which may be targeted at the client or service level. In carrying 
out their clinical activities, CP’s draw on psychological theory and research: The essay will 
examine the research literature available for CP’s working with this client group. The essay 
will conclude by highlighting the existing gaps in the evidence base regarding the sexual 
abuse of people with learning disabilities.
The Role of the Clinical Psychologist
CP’s work with the aim of reducing psychological distress, and enhancing and promoting the 
psychological well-being of individuals, by the systematic application of knowledge derived 
fi*om psychological theory (The British Psychological Society [BPS], 2001). The main 
activities undertaken by CP’s include; assessment, which involves the use of psychological 
methods and principles to gain a better understanding of psychological attributes and 
problems; intervention, which involves the use of psychological procedures and principles to 
help others bring about change; and evaluation’, which is the use of psychological principles to
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examine the effectiveness of interventions (Hall & Marzillier 1999), or a particular aspect of 
service delivery (Cullen, Brown, Combes & Hardy, 1999).
CP’s draw upon psychological theory and data, which they integrate with the information 
derived from assessments, to formulate a framework for describing a problem, how it 
developed and is being maintained (BPS 2001). Based upon psychological formulation, 
interventions may be targeted both at the client level, and at the service level, where CP’s 
work with and advise upon the design of services and systems (Cullen et al. 1999). In addition 
to these activities, CP’s intervene at the service level by supervising other professionals m the 
understanding and use of psychological methods (Hall & Marzillier 1999). By working with 
organisations to provide psychologically appropriate services, CP's can ensure that service 
users have access to psychologically informed practice (BPS, 2001).
As ‘scientist-practitioners’, CP’s draw upon and contribute to psychological research and 
theory, which in turn influences their practice (BPS, 2001). A significant part of the CP’s role 
is research related, this being an integral part of their clinical work (Barber, Jenkins & Jones, 
2000; BPS, 2001; Singer 1996). Their ability to design and carry out applied research is a 
valuable skill in a National Health Service driven by evidence-based practice. However, while 
many clinical activities are supported by research evidence, there are still major gaps in the 
knowledge base (BPS, 2001).
CP’s work within a range of clinical services, including services for people with learning 
disabilities. In addition to working at the individual and service level, CP’s have played a role 
in informmg national policy and legislation on people with learning disabilities (Cullen et al. 
1999). For example, they have been involved in decisions regarding the delivery of 
community care following the closure of the large institutions.
Defining the Sexual Abuse of People with Learning Disabilities
The sexual abuse of people with learning disabilities has been defined in a variety of ways 
(McCarthy 1999). It is generally agreed that sexual abuse occurs when acts are performed on 
an individual who is unwilling, or unable to consent to those acts (Fenwick, 1994a). Brown 
and Turk (1992a) define the acts involved in sexual abuse as: ‘when one person exposes his/ 
her genitals or looks at or touches certain parts of another’s body (breasts, buttocks, thighs, 
mouth, genital or anal areas) for the purpose of gratifying or satisfying the needs of the first 
person ...sexual offence may also include exposing one’s genital area to another person and/
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or compelling that person to look at or touch the above mentioned parts of the first person’s 
body when a barrier to consent is present for the second person’ (p. 47).
Consent is the crucial issue in deteimining whether a particular act or relationship is abusive, 
both in terms of whether an individual did, and whether they could give consent (Brown and 
Turk 1992). Thus, abuse is said to occur when any of the following conditions apply; (1) the 
person withholds consent; (2) the person is unable to give their consent because the severity or 
nature of their learning disability affects their understanding of the basic elements of sexual 
behaviour; and; (3) when the victim is subject to undue pressure. Legally, if an individual 
does not give consent to sexual activity, they are protected by the law regardless of their 
handicap. Supplementary legislation exists which makes it an offence for a man to have 
sexual intercourse, or procure for others, a woman who has a severe learning disability 
(Sexual Offences Act 1956; cited in Brown & Turk, 1992a).
The Prevalence and Effects of Sexual Abuse of People with Learning Disabilities
A number of studies have looked at the prevalence of sexual abuse with this client group. In 
an American study, Chamberlain, Rauh, Passer, McGrath and Burket (1984) found 25% 
prevalence from the case notes of 87 young women with learning disabilities. The largest UK 
studies to date have been carried out by Brown et al. (Brown & Turk, 1994, Brown Stein & 
Turk, 1995; Turk and Brown, 1992). They explored prevalence rates via written 
questionnaires sent to managers working in Health and Social Services. From their total 4- 
year sample of 228 cases, they found 72 cases (32%) of proven sexual abuse, and 97 cases 
(43%), of highly suspected sexual abuse. In their 1991/1992 survey, 52% of the proven/ 
highly suspected cases were women, and 48% were men. These results showed a distinct shift 
from their 1989/1990 survey, which recorded a majority of women as victims of abuse (73%). 
In another British study, McCarthy and Thompson (1997) questioned people with learning 
disabilities about their experiences of sexual abuse. Over a five-year period, they found a 
prevalence rate of 61% for women, and 25% for men, within a sample of 185 people with 
learning disabilities referred for sex education.
Despite wide variation in prevalence estimates, there is much evidence to suggest that people 
with learning disabilities are particularly vulnerable to sexual abuse. Most authors consider 
the prevalence rates reported to be an underestimate. McCarthy (1999) highlights some clear 
patterns which emerge from the findings of prevalence studies: Perpetrators are 
overwhelmingly men, who known to the individual, usually because they are in a position of 
trust or authority. Perpetrators can be classified according to four main groups: (1) present or
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past sei*vice users with learning disabilities; (2) family members; (3) staff and volunteers; and 
(4) trusted adults within the community such as family friends and neighbours.
There has been little research into the effects of sexual abuse on adults with learning 
disabilities. Many authors have suggested that the effects are similar to those for children who 
have been sexually abused (e.g. Mansell, Sobsey & Calder, 1992; Fenwick 1994a). Initial 
effects may include fear, anxiety, depression, anger and inappropriate sexual behaviour. In the 
long term, these effects may include self-destructive behaviour, feelings of isolation, poor 
self-esteem, tendencies towards revictimasition and difficulty trusting others (Browne and 
Finklehor 1986; cited in Mansell, Sobsey & Calder, 1992). Fenwick (1994a) maintains that 
many of these symptoms may be exacerbated for an individual with learning disabilities who 
may already have a poor self-image, and feelings of ‘not belonging’.
The present essay will go bn to consider the role of the CP in working with people with 
learning disabilities who have been sexually abused.
Assessment
Assessing allegations o f sexual abuse
The CP’s role in working with this client group may include investigating allegations of 
sexual abuse (Fenwick 1994b). It is frequently required that the CP’s assesses an individuals 
capacity to consent in order to determine whether a particular act was abusive (Brown & Turk, 
1992; Murphy, 2000). CP’s may be required to act as an expert witness following their 
assessment of the individual’s capacity to consent (Murphy, 2000). Traditionally, this has 
been assessed using the diagnostic approach (Murphy, 2000) which involves making a 
decision about the individual’s capacity, purely on the basis of their diagnosis. This approach 
is no longer considered valid, because it ignores the possibility that the individual may be able 
to comprehend the decision in question. The current method for assessing capacity to consent 
involves a fiinctional approach (Murphy 2000). This recognises that a person’s capacity to 
consent may vary from one issue to another according to time and place. With regard to 
sexual relationships, in order to be considered able to consent, the individual must be capable 
of understanding what is proposed and its implications (Murphy, 2000). The CP may use 
pictures of sexual acts to assess the individuals understanding of body party names and sexual 
intercourse. The client’s understanding of the implications of sex can be assessed by exploring 
their knowledge of pregnancy and sexually transmitted diseases.
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Assessment as a pre-requisite for intervention
In order to design appropriate interventions for people with learning disabilities at the 
individual and service level, a full assessment of the person and their living environment is 
required. Moss (1998) suggests that CP’s gather the following information in their assessment 
of an individual who has been sexually abused;
What the individual and their lifestyle is like
Whether the individual is likely to be able to engage in a therapeutic relationship, or 
whether the intervention should be targeted at the context in which they live 
Their skills and difficulties 
How they communicate
To what degree they understand what has happened to them 
Their beliefs about themselves, their sexuality and the abuse 
The impact of the abuse on their lives
Whether it is the individual, or their carers, who are seeking help 
Medical and behavioural issues that might impact on the process of therapy 
Support networks available
The carers beliefs about the individual and his/ her response to the abuse
Emerson (1998) recommends that when conducting assessments with people with learning 
disabilities, information should be collected and compared firom several informants using 
several approaches. Based on their assessment, the CP can formulate a fi-amework for 
intervention, which may be targeted either at the client or service level.
Intervention at the Client Level
Preventative work
Preventative work is carried out with people with learning disabilities who have been sexually 
abused to reduce vulnerability to further abuse.
Sex education
Sex education for people with learning disabilities is recommended by many authors who 
hypothesise that having sexual knowledge reduces vulnerability to abuse, and enhances ability 
to give meaningful consent (e.g. Allington, 1992; Brown & Turk, 1992; McCarthy, 1999). 
McCarthy and Thompson (1992) developed a sex education package for people with learning
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disabilities entitled ‘Sex and the 3R’s: Rights, Responsibilities and Risks’. This 
comprehensive package contains a treatment manual, and a set of sexually explicit pictures to 
assist in the sex education of people with learning disabilities. Clients are made aware of the 
basic elements of sexual behaviour, and also of their sexual rights. The CP’s role may involve 
directly working with individuals in the implementation of these packages, or they may offer 
training, support and supervision to other professionals in the delivery of sex education 
programmes.
Despite the widespread implementation of sex education programmes, research evidence on 
the effectiveness of sex education with people with learning disabilities is extremely limited 
(Cambridge 1999). A recent study (Caspar & Glidden 2001), found support for the 
effectiveness of a sex education course, in terms of increased sexual knowledge and 
awareness. Lindsay, Michie and Staines (1994) found that a sex education programme for 
men and women with learning disabilities resulted in a reduction in naivety towards sexual 
relationships. However, no published research has specifically addressed the impact of sex 
education on the capacity of individuals to give meaningful consent. Lumley and Scotti 
(2001) maintain that in order to enhance the outcomes of sex education, more extensive 
individualised programmes, with a greater level of participation from significant others, is 
required. CP’s should evaluate these programmes, using specific strategies for measuring 
knowledge and behaviour change, in order to fiU the gap in the evidence base regarding the 
outcomes of sex education with people with learning disabilities who have been sexually 
abused.
Sexual abuse prevention skills
It has been argued that, in order to protect themselves from sexual abuse, people with learning 
disabilities require skills that go beyond having sexual knowledge. Khemka & Hickson (2000) 
investigated the ability of women and men with learning disabilities to suggest prevention- 
focussed decisions in response to simulated interpersonal situations of abuse. They found that 
participants suggested decisions aimed at resisting, or stopping, sexual abuse only 51% of the 
time. No significant differences relating to gender were found. These research findings have 
important implications for providing sexual abuse prevention training for people with learning 
disabilities. This work has been implemented and evaluated by CP’s.
Singer (1996) evaluated a self-protection skills group for clients living in a residential group 
home. The purpose of the group was to teach clients to respond appropriately and assertively 
in situations involving verbal, physical and sexual abuse. Following the group, clients were
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observed to respond more assertively in role-play situations. Overall group levels of 
assertiveness in social situations (as rated by their home manager), had also increased 
following the group. However, while role-play may demonstrate that prevention skills have 
been acquired, they do not provide evidence that these skills would be executed in real-life 
abusive situations.
Lumley, Miltenberger, Long, Rapp and Roberts (1998) offered six female adults with learning 
disabilities training in sexual abuse prevention skills. Training focussed specifically on the 
prevention of abuse by carers. In response to a ‘sexual abuse lure’, the clients were taught to 
verbally refuse the request, leave the situation, and to report the incident to a trusted adult. 
Outcomes of training were measured using traditional tests of knowledge, and included role- 
play and naturalistic assessments. Following training, the women demonstrated the skills for 
sexual abuse prevention in role-play situations. However, generalisation of these skills to real- 
life situations was not demonstrated.
Miltenberger, Roberts, Ellington, Galensky, Rapp, Long and Lumley (1999) have evaluated 
procedures for enhancing skill generalisation following training. They offered five women 
with learning disabilities behavioural skills training sessions, followed by in-situ training 
when the skills did not fully generalise. During in-situ training, the trainers used instruction 
and modelling to prompt the correct response. This continued until the subject made the 
correct response without prompts in two situations. Within three days, a further in-situ 
assessment was conducted, and in-situ training was repeated until participants were successful 
in three consecutive assessments. This resulted in generalisation of skills during naturalistic 
assessments. Miltenberger et al. (1999) recommend that future research should continue to 
evaluate methods for enhancing the generalisation and maintenance of these important skills.
Research into the generalisation of sexual abuse prevention skills is promising, and provides a 
good example of the reciprocal relationship between research and clinical practice. However, 
while both men and women with learning disabilities have been found to lack the ability to 
make prevention focussed decisions (Khema & Hickson 2000) almost all of this research has 
been carried out with women. The gap in the evidence base regarding outcomes for men 
should be addressed by CP’s in future research.
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Therapeutic work with people with learning disabilities who have been abused.
There is only a small amount of published literature on the outcomes of therapeutic work with 
people with learning disabüities who have been sexually abused. There is little firm evidence 
regarding the efficacy of any particular approach (Moss, 1998).
Individual Work
There is a lack of published outcome research specific to the individual treatment of adults 
with learning disabilities who have been sexually abused. Historically, therapeutic approaches 
used with people with learning disabilities have been behavioural, or pharmacological, rather 
than emotionally focussed (Moss, 1998). However, other therapeutic approaches have now 
been adapted to become more appropriate to the needs of people with learning disabilities. 
The modification of conventional therapeutic approaches requires that techniques are adapted 
to the person’s level of understanding, developmental level, and social adaptability (Mansell, 
Sobsey & Calder, 1992). Outcomes of individual work have been reported for children with 
disabilities who have been sexually abused.
Sinason (1989) has described single case studies using psychodynamic techniques with male 
and female children with learning disabilities who have been sexually abused. She maintains 
that victims appear to be ‘numbed by grief as a result of the abuse they have suffered: While 
long-term psychotherapeutic input can produce positive effects, the coiTosive effect of abuse 
is enormous and dealing with handicap makes it even harder. Sinason (1989) reports that 
while the numbness associated with grief may be alleviated, the sadness and loneliness of the 
young abuse victim is often not.
Sullivan, Scalan, Knutson, Brookhouser and Schulte (1992) studied the efficacy of adapted 
therapy techniques with children who hade been sexually abused at a residential school for the 
deaf, including counselling, play and reality therapy, psychodrama and role-playing. They 
found that children receiving therapy had significantly fewer behaviour problems than 
children not receiving therapy. This research is indicative of positive outcomes for the 
individual treatment of children with disabilities who have been sexually abused. However, 
applied research is required to determine the efficacy of individual therapeutic work with 
adults with learning disabilities who have been sexually abused.
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Group work
A small amount of outcome research is available on group work with adults. Barber, Jenkins 
and Jones (2000) report outcomes for a survivor’s group for women with a learning disability 
and a history of sexual abuse. The therapeutic model underpinning the group was Person 
Centred Psychotherapy (Rogers 1977). This client centred approach identifies ‘core 
conditions’ which create the environment for therapeutic change, including unconditional 
positive regard on the part of the therapist. The group included interactive educative sessions, 
supplemented with supportive non-confrontational discussion. The aim was to foster a group 
culture, which would facilitate improvement in the women’s self-identity, sense of 
empowerment and personal assertiveness. The hnmediate impact of the group indicated 
modest improvements in self-esteem and levels of personal assertiveness. However, these 
were not maintained at the 12-week follow-up. Many of the women’s anxiety scores 
increased, suggesting that high levels of anxiety were not sufficiently addressed in the group. 
The authors suggest that group work of this nature may lead to better outcomes if delivered 
over a longer time period, allowing more time to return to individual themes and examine 
issues in more depth.
Clare and Grant (1994) piloted a ‘Sexual-Abuse Therapy and Recovery Group’ (STAR)’, with 
a group of female survivors of sexual abuse with learning disabilities. This group was 
conducted using a Narrative approach (White 1991; as cited in Claie & Grant 1991): Group 
members were encouraged to tell their stories and to externalise their problems (but not their 
abuse history). Qualitative outcomes are reported fi*om this pilot study: The women 
demonstrated a greater understanding of their thoughts and feelings, and a willingness to share 
these, and listen to others, as the group progressed. The group members were able to develop 
alternative stories, such that they moved away fi"om the dominant idea of being a victim, to 
that of being a survivor. The authors discuss the ways in which delivery of future STAR 
programmes may be improved.
The paucity of research evidence on therapeutic work with adults with learning disabilities 
who have been abused constitutes a major gap in the research literature. Outcomes for group 
work are reported only for women. This should be addressed in future applied research in 
order for CP’s to fulfil their role as ‘scientist practitioners’ in working therapeutically with 
men and women with learning disabilities who have been sexually abused.
29
Intervention at the Service Level
Policy development
Part of the CP’s role is to intervene by aiding decision making at the service level. Services 
for people with learning disabilities have the dual obligation of developing and promoting the 
abilities of adults with learning disabilities, while also preventing them from harm which 
might result from sexual behaviour (Sundram and Stavis 1993). Service providers therefore 
need to develop clear policies and procedures addressing issues of sexuality, privacy and 
incident reporting. Sundram & Stavis, (1994) maintain that in addition to policy development, 
seivices should encourage staff to report incidents that occur, and to honestly confront the 
deficiencies in policies as they arise.
In a recent study, Williams & Evans (2000) found that at least a third of Health and Social 
Service authorities did not provide policy/ practice guidelines about the abuse of vulnerable 
people in their care. Many documents were ‘in draft’, ‘under review’, or ‘in preparation’. 
They found that where policies and practice guidelines did exist, they were usually integrated 
within a single document that did not reach frontline care workers. Wftliams and Evans (2000) 
suggest that short and clear leaflets are disseminated to staff and carers. CP’s may be involved 
m the development of policies and guidelines, such that they are user fiiendly and accessible 
to a wide readership, while being compatible with professional standards.
Service design
McCarthy and Thompson (1996) maintain that while policies regarding sexual abuse are 
undoubtedly valuable, they may be seen as the end of an organisations effort to tackle abuse, 
rather than the beginning. They argue that in addition to policies, intervention at this level 
should focus on the design of a service, elements of which can effect the likelihood of sexual 
abuse occurring. McCarthy and Thompson (1996) suggest that the following elements within 
current service designs in the UK can make abuse more hkely to occur:
i) The findings of prevalence studies have shown the largest single group of 
perpetrators of sexual abuse against people with learning disabilities to be male 
service-users. Thus, female service users placed in mixed services are at a higher 
risk of being abused.
ii) The larger the service, the higher the likelihood of an abuser using, or working in 
the service. Conversely, small services may increase the isolation of service users 
and their vulnerability to sexual abuse.
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iii) Individuals who use respite care services can be placed at higher risk because of 
their ‘newness’ to a service. This makes them particularly visible to would-be 
perpetrators.
iv) Men with mild learning disabilities who have committed sexual offences are often 
placed in mainstream learning disability services, placing other service users at 
risk.
CP’s can make recommendations about service design based on this literature: They can make 
service managers aware of the risks attached to single sex services, respite care services, and 
the design of services for men with mild learning disabilities who have committed sexual 
offences. Furey & Keharahan (2000) suggest that further advice can be given to services with 
regards to recruitment, such that the attitudes and understanding of abuse held by potential 
managers and carers is explored via extensive interviews. Purchasers can be provided with 
information about incidents of abuse in the services they are buying, as well as with education 
and training to ensure that they are sensitive to the issues of abuse (McCarthy and Thompson 
1996).
Staff Training
A core intervention skill of the CP involves the training of others, including professional staff, 
relatives and carers (BPS 2001). Staff training packages on the sexual abuse of people with 
learning disabilities have been developed as a means of raising staff awareness on the issues 
surrounding sexual abuse (McCarthy, 1999). However, there is only a small amount of 
research literature on the outcomes of staff training on sexual abuse.
Hames (1996) offered staff training, which aimed to make available information on the sexual 
abuse of adults with learning disabilities; to discuss the possible indicators of abuse, to advise 
staff on the action they should take when suspicious of abuse; and to discuss ways m which 
staff could protect themselves and their clients from abusive situations. The results of a post­
training questionnaire indicated that staff were more aware of the high vulnerability of people 
with learning disabilities to sexual abuse. However, the training failed to raise staff awareness 
about the risks posed by people known to the individual, especially those posed by staff 
members.
In a recent study, Hogg, Campbell, Cullen and Hudson (2001) evaluated the effect of an ‘open 
learning course’ on staff knowledge and attitudes towards the sexual abuse of adults with 
learning disabilities. They explored whether training led to improved knowledge and attitude
change in staff that would be conducive to minimising sexual abuse in services for people 
with learning disabilities. Hogg et al. found that staff showed a significant increase in 
knowledge, which was maintained at a 6-month follow-up. They also found significant 
changes in attitude which were consistent with course values. They did not report on how the 
training impacted on staff practice in various settings. This is problematic, as interventions 
that staff report they would use, may not be representative of those they use in practice 
(Hastings & Remmington, 1994). Hogg et al. suggest ways m which future research may 
enhance and explore the impact of training on staff practice.
While staff training has become an important part of the CP’s role in working with people 
with learning disabilities who have been sexually abused, the outcomes of staff training are 
rarely reported, and when they are, they have not always been encouraging (Cullen et al., 
1999). Changes in staff attitudes and knowledge are rarely found to last, and it is rarely 
demonstrated that staff change their practice in the workplace.
To summarise the CP’s role at the service level, they may advise on policy development, and 
service design and also implement and evaluate staff training. These activities are carried out 
wit the aim of minimising sexual abuse, increasing staff awareness, and ensuring appropriate 
responses to sexual abuse when it occurs. However, Brown and Stein (1997) found that many 
services are stül unclear as to how to respond to sexual abuse: When service users were the 
perpetrators of sexual abuse, most services handled the matter in-house, without getting input 
from other professionals. Brown, Hunt and Stein (1994), found that staff reported confusion 
as to their role, and what was expected of them with regards to sexual abuse policies. Clearly 
further research is needed to address these issues, and to explore the impact and value of 
intervening at the service level.
Informing National Policy and Legislation
Many authors have argued that the law in connection with people with learning disabilities 
who have been sexually abused has contained many areas for concern (e.g. Gunn, 1990, 
Murphy, 2000). It is often the fact in cases of sexual abuse, that the only witness to the alleged 
offence is the victim, who is required to give evidence in court. People with learning 
disabilities frequently cannot give evidence, due to issues around competency to take oath, 
understanding the obligation to teU the truth, and their ability to relate what has happened in 
court. Murphy (2000) argues that barriers presented by law can partly explain why only 15% 
of cases of sexual abuse against people with learning disabilities end in prosecution. Murphy
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(2000) argues that this highlights the need for CP’s and other professionals to campaign to 
change the law for people with learning disabilities who have been sexually abused.
Recent campaigning by a range of professionals resulted in the production of a consultation 
report entitled ‘Speaking up for Justice’ (Home Office, 1998), which contains a series of 
recommendations for changes to the law for people with learning disabilities who have been 
sexually abused. Measures to support vulnerable victims and witnesses have been introduced 
in the Youth Justice and Criminal Evidence Act (1999; cited in Williams & Evans, 2000), 
including doing away with the oath if necessary. However, following a recent case where a 
support worker walked free, having made a young woman with severe learning disabilities 
pregnant, Murphy (2000) highlights that people with learning disabilities are still being denied 
justice in court: By working alongside other professionals CP’s should continue to inform 
national policy and legislation in connection with people with learning disabilities who have 
been sexually abused.
Conclusion
To conclude, CP’s working with people with learning disabilities who have been sexually 
abused are working in an area that is under-represented in the research literature. Moreover, 
despite the high prevalence of sexual abuse of men with learning disabilities, the research 
literature on therapeutic and preventative work with men is virtually non-existent. In order to 
fulfil their role as ‘scientist practitioners’, CP’s need to begin to fill some of the major gaps 
existing in the current evidence base. Future research should be directed towards:
• Identifying the short, and long-term effects of sexual abuse on people with learning 
disabilities.
• Evaluating the effectiveness of sex education programmes, using measures of change 
in knowledge and behaviour.
• The implementation, and evaluation, of sexual abuse prevention skills with men with 
learning disabilities who have been sexually abused.
• Exploring the outcomes of therapeutic work with men and women with learning 
disabilities who have been sexually abused.
• Examining the impact of policy development and service design on the incidence of, 
and service response to sexual abuse.
• Further development and evaluation of training packages for staff working with 
people with learning disabilities who have been sexually abused.
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• Continuing to inform national policy and law in connection with people with learning 
disabilities who have been sexually abused.
By establishing a sound evidence-base, CP’s can enhance their ability to work as ‘scientist- 
practitioners in supporting and protecting people with learning disabilities who have been 
sexually abused.
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Anxiety disorders in childhood are fundamentally different from anxiety disorders in 
adulthood. Discuss with reference to the theory and treatment of two anxiety disorders.
Introduction
Anxiety is a construct that incorporates physiological, behavioural and cognitive components 
(Kendall & Gosch 1994). It has important protective and adaptive functions during the course 
of development. Conversely, an anxiety disorder is characterised by irrational worry or fear 
and causes an individual significant distress, impairment in functioning, or both (Labellarte, 
Ginsburg, Walkup & Riddle 1999). A number of anxiety disorders are specified in the fourth 
edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American 
Psychiatric Association, 1994), which can be diagnosed both in childhood and adulthood. 
These include panic disorder (with or without agoraphobia) agoraphobia, specific phobia, 
social phobia, obsessive-compulsive disorder, posttraumatic stress disorder, acute stress 
disorder, and generalised anxiety disorder. The DSM-IV clearly designates separation anxiety 
as a childhood disorder.
Cognitive theories of anxiety have been prevalent in the adult anxiety literature over the last 
three decades. The cognitive theory of anxiety posits that people experience anxiety when 
they believe that they are threatened with either physical or social harm (Salkovskis, Clark & 
Gelder, 1996). Whether or not the harm that they fear is objectively present is considered 
unimportant. It is the interpretation (or misinterpretation) of a stimulus or event as a sign of 
threat that is considered to be the essential experience of anxiety. The cognitive theory of 
anxiety has been developed as a result of research in adult populations. Theories of specific 
anxiety disorders have also been put forward. Treatment for anxiety disorders based on these 
models focuses on change m inappropriate threat beliefs and associated behaviour 
(Salkovskis, Clark & Gelder, 1996).
Cognitive and cognitive behavioural treatments of social phobia and panic disorder have 
recently been applied to children, in particular adolescents. The present essay will therefore 
explore whether anxiety disorders in childhood are fimdamentally different from adulthood 
with reference to these disorders. The theory and treatment of each disorder will be explored 
with reference to the adult literature, and then with reference to the child literature. The essay 
will address the question of whether these disorders are fundamentally different in childhood 
and adulthood. Developmental issues will be briefly addressed and the essay will conclude by 
addressing the gaps existing in the research literature regarding anxiety disorders in children.
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Prevalence
Panic disorder (with and without agoraphobia) has an esthnated lifetime prevalence of 1.5% 
(American Psychiatric Association, 1994) and is reported by many studies to begin in 
adolescence (Dummit & Klien, 1994). Prevalence rates for panic disorder prior to adolescence 
have not been established (Ollendick, 1998). Reviews on the reported lifetime prevalence of 
social phobia in adults suggest rates between 2 and 5% (Nutt, Baldwin, Beaumont, Bell, 
Denny, Knapp, Maxwell, McNicholls & Wells, 1999). Estimated rates of social phobia in 
children faU between 1% and 2% (Spence, Donovan and Toussaint, 2000; Velting and 
Albano, 2001). High rates of comorbidity exist among anxiety disorders and other psychiatric 
disorders (Veiling and Albano, 2001).
Panic disorder
Panic attacks are defined in the DSM-IV (American Psychiatric Association, 1994) as discrete 
periods of fear or discomfort, in which tliere are at least four of thirteen symptoms present, 
which escalate and reach a peak within 10 minutes. The symptoms of a panic attack include; 
palpitations, sweating, trembling, sensations of shortness of breath, feeling of choking, chest 
pain, nausea, dizziness, depersonalisation, chUls or hot flushes, and cognitive symptoms such 
as fear of dying or going crazy. In order for an individual to meet the criteria for panic 
disorder, they must experience recurrent unexpected panic attacks, followed by one month (or 
more) of persistent concern about having additional attacks, worry about the implications of 
the attack or significant behavioural change associated with the attacks (DSM-IV; American 
Psychiatric Association, 1994). The panic attacks are not a result of the effects of a substance 
or medical condition. Panic disorder with agoraphobia is diagnosed when a person who meets 
the diagnostic criteria for panic disorder is also agoraphobic, and experiences anxiety about 
being in places or situations firom which escape might be difficult.
A cognitive model of panic in adults
Clark (1986) has developed a model of panic which emphasises the role of cognitions in the 
aetiology and maintenance of panic. This model posits that panic attacks are the result of a 
sequence of events termed the ‘vicious circle’ of panic. Individuals who experience panic 
attacks are hypothesised to have an enduring tendency to engage in the ‘catastrophic 
misinterpretation’ of bodily or mental events. Such events are interpreted as a sign of 
immediate or impending danger, for example, having a heart attack or going crazy. Thus, 
mental events such as racing thoughts may be interpreted as a sign of going crazy and 
physical sensations such as dizziness may be interpreted as a sign of fainting. Both external
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and internal stimuli including situational events and mental processes can provoke panic 
attacks. The sequence that results in a panic attack begins with the interpretation of these 
stimuli as the source of impending danger. This produces apprehension, resulting in a wide 
range of bodily sensations. When these sensations are interpreted in a catastrophic manner, a 
further increase in apprehension occurs, resulting in more bodily sensations and the vicious 
cycle that culminates in a panic attack. Clark’s (1986) model of panic is outlined m Figure 1 
below.
Trigger 
(internal or external)
I
Perceived threat
Interpretation of Apprehension
sensations 
as catastrophic
Body sensations
Figure 1. The suggested sequence of events in a panic attack (Clark. 1986T
The cognitive theory assumes that an individual only goes on to develop panic disorder when 
they develop a tendency to interpret bodily sensations in a catastrophic manner. It is held that 
this negative thinking style is maintained by at least two processes. First, because patients 
with panic disorder are lightened by bodily sensations, they become hypervigilant, and 
repeatedly scan their bodies for signs of danger. Once noticed, these sensations are taken as 
evidence of a dangerous physical or mental disorder. Second, avoidance behaviours are 
thought to maintain the disorder by preventing patients from disconfhming their negative 
beliefs. For example, a patient who holds the belief that he or she is suffering from a serious 
cardiac disease may avoid exercise whenever they notice a palpitation. They may 
subsequently believe that this avoidance prevented them from having a fatal heart attack 
(Clark & Ehlers 1993).
Evidence for the cognitive model of panic in adults
Clark and Ehlers (1993) cite a series of expeiiments which have tested three predictions 
derived from the cognitive theory of panic.
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1) That panic patients will be more likely to interpret bodily sensations in a catastrophic 
manner: Clark, Salkovskis, Gelder, Koehler, Anastasiades, Hackman, Middleton and 
Jeavons (1988; as cited in Clark & Ehlers, 1993) have demonstrated that panic 
patients were significantly more hkely to interpret bodily sensations negatively than 
other anxious patients and normal controls.
2) That conditions which activate catastrophic sensations will lead to an increase in 
panic in individuals with panic disorder: Ehlers, Margraf, Roth, Taylor and Birbaumer 
(1988) used a task in which panic patients were given false auditory feedback 
indicating an increase in heart rate. Compared to controls, the panic patients showed 
greater increases in anxiety as indicated on a variety of measures.
3) That panic attacks may be prevented by reducing the tendency of panic disorder 
patients to interpret bodily sensations in a catastrophic manner. A range of 
pharmacological substances are known to induce body sensations, and a state that is 
perceived as similar to a panic attack. The cognitive model predicts that these agents 
induce panic in panic disorder patients when misinterpreted as catastrophic. Clark, 
Gelder, Salkovskis, Middleton and Anastasiades (1991; as cited in Clark & Ehlers,
1993) found that when panic patients were given instructions designed to prevent 
them from misinterpreting pharmacologically induced sensations, they were 
significantly less hkely to panic.
Cognitive therapy for panic disorder in adults
According to the cognitive theoiy of panic, panic disorder can be treated by helping patients to 
identify and change their misinterpretations of bodily sensations (Clark and Ehlers, 1993). 
Cognitive therapy (CT) and cognitive-behavioural therapy (CBT) use a wide range of 
cognitive and behavioural techniques to help patients identify and change their catastrophic 
misinterpretations. Cognitive procedmres include identifying and challenging evidence for the 
individuals’ negative beliefs, developing more realistic interpretations, and restructuring 
images. Behavioural techniques include inducing bodily sensations to demonstrate the true 
cause of symptoms, preventing safety behaviours, and exposure to feared situations to allow 
for the disconfirmation of negative predictions about the consequences of their symptoms 
(Clark and Ehlers, 1993).
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Evidence for cognitive therapy of panic disorder in adults
A plethora of research exists supporting the effectiveness of cognitive therapy for panic 
disorder. The results of several of these studies are summarised in Table 1 below.
Study Treatm ent Sum mary o f Findings
Barlow, Shera, 
W oods & 
Gorman (1998; 
as cited in 
Ballenger, 
1999)
CBT
vs
Imipramine
vs
CBT & imipramine
CBT and imipramine were found to be equally 
effective in the treatment o f  panic disorder 
following an 11-week treatment trial and at 6 
month follow up. There was a nonsignificant trend 
for the combination o f  CBT and imipramine to be 
more effective.
Amtz & Van 
Den Hout 
(1996)
CT
vs
Applied Relaxation (AR) 
vs
Waiting list controls
CT was found to be superior to AR in reducing 
panic frequency, and somewhat less strongly 
superior to AR in reducing questionnaire scores. 
78-83 % o f  CT patients were panic free following 
treatment, compared to 50% o f  the AR patients 
and 27% o f  the waiting list patients.
Patterson & 
Cesare (1996)
CBT
vs
Control group
Following 6 weeks o f  CBT, panic disorder 
patients showed a decrease in panic disorder (as 
measured by 3 report questionnaires), and number 
o f  panic attacks as compared to the control group. 
CBT was however ineffective in decreasing 
physiological arousal.
Bouchard, 
Gauthier, 
Laberge, 
French, Pelletier 
& Godbout 
(1996)
Exposure
vs
Cognitive restructuring
Results did not reveal any significant difference 
between the effectiveness o f  exposure and 
cognitive restructuring during treatment, or at the 
6-month follow up. Both treatments led to a 
significant reduction in panic frequency and 
related panic variables.
Clark, 
Salkovskis, 
Hackman, 
Middleton, 
Anastasiades & 
Gelder (1994)
CT
vs
Imipramine
vs
Applied relaxation 
vs
Waiting list
Compared with waiting list controls, all three 
treatments were effective. At 3 months, CT was 
superior to both AR and imipramine on most 
measures. At 6 months CT did not differ from 
imipramine, and both were superior to AR on 
several measures. At 15 months, CT was again 
superior to imipramine and AR, but on fewer 
measures than at 3 months.
Telch, Lucas, 
Schmidt, 
Hanna, Jaimez 
& Lucas (1993)
Group CBT 
vs
Delayed treatment control
At post treatment, 85% o f  patients attending the 
CBT group were panic free, compared to 30% o f  
controls. At 6 month follow up, 63% o f  CBT 
patients met the criteria for recovery
Beck. Sokol, 
Clark, Berchick, 
and Wright 
(1992)
CT
vs
Brief Supportive 
Psychotherapy
The CT group accomplished significantly greater 
reductions than the brief psychotherapy group in 
both panic and general anxiety after 8 weeks o f  
treatment. At 1-year follow-up, 87% o f  the CT 
group remained panic free.
Table 1 : Summarv of several studies which support the effectiveness of cognitive therapv for 
panic disorder.
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Overall, the existing empirical support for the effective treatment for panic disorder favours 
cognitive approaches. However, it should be noted that different authors describe the use of 
different cognitive and behavioural treatment components, making it difficult to identify the 
effective ingredients of treatment. It should also be noted that a recent pilot study has shown 
that brief psychodynamic psychotherapy for panic disorder can lead to successful outcomes in 
clients with panic disorder (Milrod, Busch, Leon, Shapiro, Aronson, Roiphe, Rudden, Singer, 
Goldman, Richter & Shear, 2000).
Panic in children and adolescents
Research into the theory and treatment of panic in adults is now well established. Conversely, 
only a small amount of research has been published regarding panic disorder, or its treatment 
in children (Ollendick, 1998). Much debate has taken place regarding the existence of panic 
disorder in children and adolescents. Ollendick, Mattis and King (1994) argue that central to 
this argument is the question of whether they experience both the cognitive and physiological 
symptoms of panic.
Klien, Mannuzza, Chapman and Fyer (1991) retrospectively assessed childhood panic attacks 
and panic disorder in adult anxiety clinic patients and their adult relatives. Only 1% of the 
sample were judged to have experienced spontaneous panic attacks with cognitive symptoms 
prior to the age of 13. These authors conclude that panic attacks prior to adolescence are rare, 
although they do draw attention to the limitations of relying on retrospective accounts.
Citing Clark’s (1986) cognitive model of panic, Nelles and Barlow (1988) maintain that there 
are several necessary “requirements” for an individual to develop panic disorder including 
physiological sensations and the catastrophic misinterpretation of such sensations. Nelles and 
Barlow (1988) argue that the research literature relating to hyperventilation disorder in 
children clearly shows that children of all ages experience the somatic experiences associated 
with panic. However, these studies have not specifically addressed whether children interpret 
the physical sensations catastrophically. Nelles and Barlow (1988) argue that developmental 
factors are hkely to impact upon a child’s cognitive capacity to develop panic disorder. 
According to Bibace and Walsh (1981; as cited in Nelles and Barlow, 1988) the Piagetian 
state of concrete logical reasoning, which children reach between the age of 7-10 years, 
facilitates differentiation between what is internal to the self versus what is external. Nelles 
and Barlow argue that young children are unable to conceptualise symptoms as internally 
based, and that panic attacks in children are therefore rare, or non-existent.
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Ollendick, Mattis and King (1994) review a number of clinical studies on panic in children, 
drawing attention to the findings made by Moreau, Weissman and Warner (1989), who 
investigated panic disorder in individuals aged 6-23 years. Moreau et al identified 7 
individuals aged 11-23 years who reported feelings of panic which occurred suddenly, and 
were characterised by physiological and cognitive symptoms including a fear of death. 6 cases 
were diagnosed as meeting the DSM-III criteria for panic disorder with an age of onset 
ranging from 5-18 years. Onset of panic disorder was either concurrent with, or occurred 
several months after the onset of separation anxiety. Last and Strauss (1989; as cited in 
Ollendick et al, 1994) have identified the presence of both physical and cognitive symptoms 
in an adolescent sample.
Ollendick et al (1994) suggest that panic disorder does occur in children and adolescents as 
evidenced by the presence of both physical and cognitive symptoms. They note that panic 
disorder in children is frequently co-morbid with separation anxiety and major depressive 
disorder. They address the need to formulate a model for understanding the development of 
panic in children. Such a model has recently been put forward by Mattis and Ollendick 
(1997). While this model helps to explain the development of negative cognitions in panic, it 
does not specify the age that this occurs and currently awaits empirical evaluation. However, 
this model provides an encouraging start to understanding the development of panic in 
children.
Treatment of panic in children and adolescents
Little research has been conducted to examine the efficacy of treatments for children and 
adolescents with panic disorder. Limited positive outcomes for children with panic disorder 
using pharmacological treatments have been reported (e.g. Black and Robbins (1989). 
However, Dummit and Klein (1994) argue that lager scale controlled studies are required to 
demonstrate the efficacy of such treatment. Ollendick et al. (1994) argue that on the basis that 
children have been found to be capable of experiencing the cognitive symptoms of panic, 
adult-based cognitive interventions should be appropriate with children.
Ollendick (1995) reports outcomes for cognitive behavioural treatment of panic disorder with 
agoraphobia in adolescents. Treatment was undertaken by 4 adolescents (aged 13-17) and 
included a number of components including muscle relaxation, cognitive restmctuiing and in- 
vivo exposure. Following treatment panic attacks were eliminated, agoraphobic avoidance 
was reduced and self-efficacy for coping with future attacks was enhanced. These effects were 
found to be durable at a 6-month follow up.
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This study may be criticised for its lack of the mclusion of a control group. Further, Ollendick 
(1995) highlights that due multiple components of treatment, it is difficult to tease out the 
mechanisms of therapeutic action in tins study. He suggests that future research should aim to 
identify the effective ingredients within the cognitive behavioural approach in randomised 
control trials with children and adolescents. This research is clearly required given that some 
authors take the view that developmental cognitive levels of young children might preclude 
the suitability of cognitive therapy techniques (e.g. Dummit and Klein, 1994). Clearly, fiirther 
research is required to identify the suitability of using such approaches with children.
From the limited amount of published research, it appears that adolescents experience panic 
disorder characterised by both the physiological and cognitive symptoms experienced by their 
adult counterparts. Limited effective treatment outcomes have been reported using cognitive 
interventions with adolescents. Whether younger children experience panic disorder in the 
same way as adults is less clear, in particular whether they experience the cognitive 
components of panic. Future research should address the existence of these symptoms and 
therefore the appropriateness of cognitive treatment in younger children.
Social Phobia
Social Phobia is defined in the DSM-IV (American Psychiatric Association, 1994) as a 
marked and persistent fear of one or more performance situations, in which the individual is 
exposed to unfamiliar people, or to possible scrutiny by others. Specifically, the individual 
fears that he or she will act in a way that will be embarrassing. Exposure to the feared social 
situation almost invariably provokes anxiety which may take the form of a panic attack. 
Feared situations are thus avoided, or endured with intense anxiety. Such avoidance interferes 
significantly with the individual’s daily routine, occupational or social activities and there is 
marked distress about having the phobia. A diagnosis of social phobia should not be given 
when the fear is due to a medical condition or the effects of a substance, or when the 
symptoms are related to another emotional disorder. The generalised subtype of social phobia 
can be specified when the individual’s fears include most social situations that the individual 
encounters (DSM-IV; American Psychiatric Association, 1994).
A cognitive model of social phobia in adults
A cognitive model of social phobia has been developed by Clark and Wells (1995). The 
model emphasises the role of negative self-appraisal processes in the maintenance of social 
phobia. The model posits that individuals with social phobia rarely encounter situations in
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which they are capable of providing unambiguous disconfhmation of their fears. When they 
do encounter a feared social situation, their processing priorities and coping behaviours 
prevent the disconfirmations of their negative beliefs (Wells 1997).
The cognitive model of social phobia is presented in Figure 2 below:
Social situation
Activates
Assumptions
Perceived social danger
Processing of 
Self as a 
Social Object
Behavioural
Symptoms
Somatic & 
cognitive 
symptoms
Figure 2: A model of the processes that are hvpothesised to occur when a social phobic enters 
a feared situation tClark & Wells. 1995).
The model proposes that that as a consequence of previous experience interacting with 
dispositional factors, the individual develops a series of assumptions which lead them to 
believe that they are in danger in social situations. Once the individual enters a social 
situation, an “anxiety programme” is activated which consists of cognitive, somatic, affective 
and behavioural changes which become further sources of perceived danger. In this way, they 
contribute to a series of vicious circles that exacerbate and maintain the problem. For
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example, somatic change such as blushing may be taken as evidence that one is making a fool 
of oneself. The individual thus becomes preoccupied with their somatic responses which 
interferes with their ability to attend to social cues. When they notice this effect, this is taken 
as further evidence of social failure (Clark and Wells, 1995). Preoccupation with monitoring 
ones performance is hypothesised to lead social phobics to behave in a less friendly manner 
when anxious. Such behavioural deficits are likely to make other people less friendly and 
hence produce a negative interaction pattern that further contributes to the maintenance of 
social phobia.
Four processes are thought to maintain social phobia by preventing disconfirmation of 
negative beliefs about danger in social situation:
1) Self focussed attention and the construction o f an impression o f oneself as a social 
object: This refers to a shift of attention towards processiug of the self, such that the 
individuals see themselves as if from another person’s perspective. Their impression 
of themselves is derived from internal information such as bodily sensations.
2) In-situation safety behaviours: Some safety behaviours (e.g. holding a cup tightly to 
reduce tremor) are thought to exacerbate symptoms, whereas others (e.g. rehearsing a 
conversation mentally) are thought to impede performance. Such behaviours are 
thought to perpetuate beliefs in negative interpretations (Wells, 1997).
3) Anticipatory and post event processing: Prior to an event, the individual may review 
in detail what they think will happen ia a negative manner. Thus, when they enter the 
situation, they are likely to be in a self-focussed processing mode and to expect 
failure. Similarly upon leaving the situation, the individual negatively reviews his or 
her own behaviour in some detail. This “post-mortem” contributes to the individual’s 
negative appraisals and beliefs.
4) Assumptions and self-schemata: Dysfunctional beliefs are also thought to maintain 
social phobia by making the individual more likely to interpret social situations in a 
threatening manner (Clark and WeUs, 1995)
50
Evidence for the cognitive model of social phobia in adults
Clark and Wells (1995) draw attention to research which is consistent with the cognitive 
model of social phobia. Clark and Stopa (1994, as cited in Clark and Wells, 1995) have found 
that social phobics are significantly more likely than controls to choose negative 
interpretations of ambiguous social situations. More recently, Stopa and Clark (2000) 
extended this study and found that individuals with social phobia were more likely than 
controls to interpret mildly negative social events in a catastrophic fashion.
Recent evidence offers support to the hypothesis that social phobics use internal information 
to constract an impression of themselves. Mansell and Clark (1999) studied the information 
processing style of socially anxious adults who were told they would soon give a speech. 
Results suggested that socially anxious individuals used the somatic aspects of anxiety to 
estimate how anxious they appear. Wells, Clark and Sameena (1998) explored perspective 
taking in the images of past feared social and non-social events in individuals with social 
phobia. For images of social situations, the individuals with social phobia were significantly 
more likely than nonanxious controls to take an observer perspective. Conversely, they tended 
to view images of non-social situations as if looking through their own eyes.
Cognitive therapy for social phobia in adults
Clark and Wells (1995) outline a number of cognitive and behavioural strategies which can be 
applied in the treatment of social phobia. These include: manipulating safety behaviours in 
order to disconfirm beliefs, shifting internal processing to external processing, manipulating 
the unrealistic nature of the public self-image, testing predictions about negative evaluation by 
others, and modifying assumptions.
Evidence for cognitive therapy of social phobia in adults
Overall, as with panic disorder, the psychological treatment of social phobia shown to be 
effective is CBT. The results of several studies exanniung the effectiveness of CBT for social 
phobia are summarised in Table 2 below.
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Study Treatm ent Sum m ary o f Findings
Wells & 
Papageourgiou 
(2001)
Brief Cognitive Therapy From single case series methodologies, 6 men 
with social phobia showed clinically significant 
improvements in a range o f  measures following a 
mean number o f  5.5 treatment sessions.
Otto, Pollack, 
Gould, 
Worthington, 
McArdle, 
Rosenbaum & 
Heimberg 
(2000)
Cognitive- behaviour group 
treatment (CBGT) 
vs
Clonazepam
Patients in both conditions improved significantly 
on both clinician and patient-rated measures o f  
symptom severity. Differences between treatment 
conditions were absent, except for greater 
improvement on clonazepam on several measures 
following 12 weeks o f  treatment.
Heimberg, 
Liebowitz, 
Hope, Schneier, 
FranWin, Holt, 
Welkowitz, 
Juster, 
Campeas, 
Brunch, Cloître, 
Fallon & Klein 
(1998)
CBGT
vs
Phenelzine therapy 
vs
Placebo administration 
vs
Educational-supportive group 
therapy (ES)
Both phenelzine therapy and CBGT were found to 
be effective treatments for social phobia as 
measured by an independent assessor interview, 
self-report and a behavioural test. Compared with 
pill placebo and ES conditions, both were 
associated with higher rates o f  response after 12 
weeks. 77% o f  phenelzine patients and 75% o f  
CBGT patients were classified as responders to 
treatment after 12 weeks.
Mattick & 
Peters (1988; as 
cited in 
Merluzzi, 1996)
Exposure plus cognitive 
restmctuiing group therapy 
vs
Exposure group therapy
The exposure plus cognitive restmctuiing group 
achieved superior outcomes to the exposure only 
group on a composite measure o f  improvement, 
measures o f  behavioural performance and on self- 
rated avoidance. Patients in both groups reported 
significant reductions in anxiety, avoidance and 
depression.
Heimberg, 
Becker & 
Goldfinger 
(1985; as cited 
in Merluzzi, 
1996)
CBGT Significant reductions in anxiety were 
demonstrated during simulated anxiety provoking 
situations as measured by self-report and judge 
ratings. Heart rate prior to, but not during 
behavioural assessments decreased in most 
subjects. Six o f  the seven subjects maintained 
improvements at 6 month follow up
Table 2: Summarv of several studies which support the effectiveness of cosoiitive behaviour 
theranv for social phobia.
While CBT has been shown to be a highly effective treatment for social phobia, different 
studies use different treatment components which tend to include exposure, cognitive 
restructuring and (in some cases) social skills training (Ballenger, 1999). More research is 
needed to identify the effective components of this treatment.
52
Social Phobia in children and adolescents
The DSM-IV outlines four specific provisions in its criteria for social phobia in children. 
First, a child with social phobia must show the capacity for age-appropriate social 
relationships, and their anxiety must occur in peer contexts as opposed to just with adults. 
Second, the social anxiety may be evidenced in children by tantrums, freezing, or shrinking 
from social situations with unfamiliar people. Third the child may not recognise that their fear 
in social situations is excessive or unreasonable. Finally, under the age of 18, there must be 
evidence of the social fears existing for at least 6 months.
The majority of research into social phobia has been conducted with adult populations (Bediel 
& Randall, 1994; Kashdan and Herbert, 2001). Similar concerns have arisen regarding the 
applicability of the cognitive dimension of social phobia as have for panic disorder (Spence, 
Donovan and Toussaint, 1999), although Httle research has directly investigated the cognitions 
of children who meet diagnostic criteria for social phobia. Stefanek, Ollendick, Baldock, 
Francis and Yaeger (1987; as cited m Beidel & Randall, 1994) reported finding cognitions in 
socially anxious children which reflected social concerns, for example; “Everyone is looking 
at me, what if I do something wrong?”. However, Beidel (1991; as cited in Beidel & Randall,
1994) found that children with social phobia reported the existence of very few cognitions. 
The small number of thoughts reported by children may reflect a genuine difference between 
the cognitions of socially phobic children and adults, or it may be a result of the thought- 
listing procedure used in this investigation (Beidel and Randall, 1994; Spence, Donovan and 
Toussaint, 1999).
Spence, Donovan and Toussaint (1999) have explored the cognitions of socially phobic 
children using a thought-hsting procedure with added prompts to ensure that children 
described the content of their cognitions during a socio-evaluative task. Participants were 27 
children (aged 7-14 years) diagnosed with social phobia and a matched sample of control 
children. Children with social phobia reported an expectation that negative social events were 
likely to occur, and positive social events were less likely to occur. The authors argue that 
their overall findings provide convincing evidence that socially phobic children manifest a 
similar pattern of cognitive negativity to that shown by adults. They also found that social 
skills performance of socially phobic children was less competent than that of the control 
group. This is consistent with Clark and Wells’ (1995) assertion that heightened processing of 
the self is likely to lead to behavioural deficits in social phobia. Overall, these findings are 
consistent with a cognitive model in which a vicious cycle maintains social anxiety and 
avoidance (Spence, Donovan and Toussaint, 1999). The authors argue that the finding
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regarding social skills deficits in children suggests that poor social expectancies may have 
some basis in reality. They maintain that social skills deficits are likely to play a significant 
role in the maintenance of childhood social phobia.
Treatment of social phobia in children and adolescents
Treatments that have been developed for childhood and adolescent social phobia have 
essentially been modifications of adult-based interventions (Kashdan and Herbert; 2001). 
Limited research has taken place into the effectiveness of pharmacological treatment for social 
phobia in children (Velting & Albano, 2001). Recent research has examined the efficacy of 
CBT for social phobia in children and adolescents.
Spence, Donovan and Toussaint (2000) conducted a study to evaluate a CBT approach in the 
treatment of childhood social phobia, and to examine the impact of parental involvement upon 
the efficacy of such treatment. They assigned 50 children, aged 7-14 years, with a principal 
diagnosis of social phobia to child-focussed CBT; CBT plus parental involvement; or a 
waiting hst control. The integrated CBT program included intensive social skills training. At 
post-treatment, significantly fewer children in both treatment conditions retained a diagnosis 
of social phobia, compared to the waiting list condition. Both treatment groups showed 
significantly greater reductions in children’s social and general anxiety, and a significant 
increase in parental ratings of social skills performance. These improvements were maintained 
at a 12-month follow up. There was a (non-significant) trend towards superior outcomes when 
parents were involved in treatment.
A recent pilot study examined the efficacy of cognitive behaviour group therapy for 
adolescents (CBGT-A) in females with social phobia (Hayward, Varaday, Albano, 
Thienemann, Henderson, Schatzberg, 2000), and the impact of this treatment on the risk for 
major depression. Thirty-five female patients with a mean age of 15.8 years were randomly 
assigned to treatment or control (no treatment) groups. Sixteen weeks of treatment produced 
significant improvements in interference with daily fimctioning, social anxiety and a 
significant reduction in the number of subjects meeting DSM-IV criteria for social phobia. 
Differences between the treated and untreated group were not maintained at one-year follow 
up. Combining social phobia and major depression as the outcome at follow-up produced 
more robust treatment effects. This suggests that CBGT-A may provide moderate short-term 
effects for females adolescents with social phobia and that treatment of social phobia may lead 
to a reduction in major depression.
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It appears that positive (long-term) outcomes can be obtained using CBT with children and 
adolescents with social phobia when a strong focus on social skills training is included. 
Spence et al (2000) maintain that fiiture research should include placebo control groups in 
order to demonstrate that changes in the treatment groups are not purely reflecting non­
specific treatment effects. Kashdan & Herbert (2001) emphasise that research is needed to 
assess the transportability of these treatments from specialised clinical research settings to 
naturalistic settings. The results of these studies provide a beginning to implementing 
successful treatment packages for children with social phobia.
The specific provisions in it the DSM-IV criteria for social phobia in children are suggestive 
of shght differences in the presentation of this disorder in children. From the limited amount 
of published research, it appears that children and adolescents may experience the cognitive 
features of social phobia. Effective treatment outcomes have been reported using CBT with 
children as young as 7, although stronger emphasis was placed on social skills deficits in this 
package than is with adults.
Are anxiety disorders fundamentally different in childhood?
From the published literature available, it is unclear whether children experience panic in the 
same way as adults. The question has been raised of whether children have the cognitive 
ability to attribute the physical sensations of panic to internal causes (e.g. Nelles and Barlow,
1988). There is limited evidence for the existence of cognitive symptoms of panic in 
individuals aged 11-23 years, with an age of onset ranging from 5-18 years (e.g. Moreau et al,
1989). Further research is required with young children to identify whether they experience 
the catastrophic interpretation of the physiological symptoms of panic, as this would appear to 
the potential area of fundamental difference between children and adults. While positive 
outcomes have been reported with adolescents, the applicabihty of cognitive therapy for 
younger children with panic disorder remains questionable at this time.
There is nonetheless evidence to suggest that children with social phobia experience similar 
cognitions to adults (Spence et .al, 1999). This evidence suggests that the presentation of social 
phobia in children is similar to that in adults. However, social skills deficits are thought to 
play a significant role in the maintenance of childhood social phobia (Spence et al 1999). 
While behavioural deficits are mentioned in the adtilt cognitive model, less emphasis is placed 
on these in the maintenance of the adult disorder. Evidence exists for the effectiveness of CBT 
in children and adolescents with social phobia. It appears that positive outcomes are obtained
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when deficits in social skills are specifically targeted. While more research is required, it 
seems reasonable to currently use these treatments with children and adolescents.
Developmental considerations
If there is a fimdamental difference between anxiety disorders in childhood and adulthood, it 
rests on the question of whether children have the ability to experience the cognitive 
components of these disorders. It seems realistic to assume that certain processes must be 
sufficiently developed in order for children to experience the cognitive components of anxiety 
emphasised in the development and maintenance of adult disorders. Children must have an 
awareness of their own cognitive process and be able to differentiate between internal and 
external causation in order to experience the symptoms of anxiety reported by adults. Lodge 
and Tripp (1995) argue that while young children report cognitions in the form of negative 
self-talk, published reports on this phenomenon in children describe subjects aged 8 and older. 
By this age, it appears that children can start to differentiate between mental and physical 
events, and can explain their thoughts and feelings to others (Lodge and Tripp, 1995). Clearly, 
research is required to link child developmental literature to theories of anxiety, in order to 
better understand the manifestation of these disorders in children. This research will have 
important implications for the treatment of children, in particular young children with anxiety 
disorders.
Conclusions
The present essay has reviewed the adulthood and childhood hterature on panic disorder and 
social phobia. While cognitive models of anxiety disorders are well supported in the adult 
research literature, comparatively little is known about these disorders in childhood. The 
question of whether these disorders are fimdamentally different in children and adults depends 
on whether children experience the cognitive symptoms of anxiety specified in adult theories 
of these disorders. While it appears likely that adolescents experience these symptoms, future 
research needs to address this question in younger children, particularly in relation to panic 
disorder.
With regards to the treatment of childhood anxiety disorders, randomised controlled trails 
(which include placebo control groups) are needed. Future research should also investigate the 
utility of parental involvement in the treatment of anxiety disorders. It will also be important 
to examine potential mediators of treatment responsivity including individual differences in 
intellectual ability, temperament, as well as other protective factors. Finally, research is 
needed to assess the transportability of treatments for children from specialised to naturalistic 
settings.
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‘Dementia cannot be cured. It takes its course’ Critically evaluate with a discussion of 
known theories of causes and treatment approaches.
Introduction.
Dementia is a term used to describe a variety of organic disorders rather than a specific 
disease (Plaud, Morberg & Ferraro, 1998). Although there are multiple causes of dementia, 
Alzheimer’s disease (AD) is the most common and prevalent clinical pictiue (Kenough & 
Huebner, 2000). This essay will focus on AD in defining and describing dementia with 
reference to Vascular dementia (VaD), also known as multi-infarct dementia.
In discussing theories of the causes of dementia, the essay will concentrate predominantly on 
the literature on AD. Due to the necessary brevity of this essay, other forms of illness which 
result in dementia will only be referred to briefly. Psychological and pharmacological 
treatment approaches for dementia will then be evaluated. In light of this, the essay will then 
consider the current status of our understanding of dementia, and its potential to be 
successfully treated. Prior to concluding, the essay will discuss the clinical and research 
implications of the literature reviewed.
Dementia.
Dementia is a progressive illness, characterised by cognitive decline, behavioural and 
psychological disturbance, and deterioration in occupational or social functioning (Thompson, 
MacDonald & Coates, 2001). AD is the most common form of illness which results in 
dementia, accounting for at least fifty percent of cases (Stokes, 2000). The fourth edition 
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American Psychiatric 
Association, 1994) states that for a diagnosis of AD to be made, there must be memory 
impairment, and at least one of the following cognitive disturbances: aphasia (language 
disturbance), apraxia (impaired ability to cany our motor activities), agnosia (failure to 
recognise or identify objects), or disturbance in executive functioning (e.g. planning, 
abstracting). The memory, and other cognitive deficits should result in significant impairment 
in social or occupational functioning, representing a significant decline from previous 
functioning. AD can occur with or without clinically significant behavioural disturbance such 
as agitation or wandering. The overall disturbance should not be accountable for by any other 
non-organic mental disorder. AD commonly occurs after the age of 65 (late-onset dementia, 
LOD), but can also occur in middle age (early onset dementia, EOD).
63
AD is a degenerative disorder, which takes a progressive and unremitting course over a 
number of years. The onset of AD is gradual, and usually begins with mild memory problems, 
poor concentration, impaired reasoning and word finding difficulties (Stokes, 2000). As the 
disorder takes it course, symptoms increase in both frequency and severity until memories are 
forgotten, disorientation is persistent and communication fails (Stokes, 2000). Behavioural 
manifestations may include aggression, wandering, excessive noisemaking, inappropriate 
sexual behaviour and problems with toileting behaviour. The individual with AD eventually 
has severely impaired cognitive abilities and becomes fully dependant on others (Stokes, 
2000). Death usually occurs approximately 9 years after the onset of AD (Doody, 1999). 
There is considerable inter-individual variation in the pattern of decline during the course of 
AD, with rapid decline occurring more frequently in patients with EOD (Midence & Cunliffe, 
1996).
Vascular dementia (VaD), also known as multi-infarct dementia, accounts for 20 percent of 
dementia cases and is most frequently observed in individuals between the ages of 70 and 80 
years (Stokes, 2000). For a diagnosis of VaD to be made, memory impairment and cognitive 
disturbance must be present, causing impairment in work or social functioning. The DSM-IV 
states that there must also be focal neurological signs and symptoms such as gait 
abnormalities, or laboratory evidence indicative of cerebrovascular disease. VaD is 
characterised by an abrupt onset, but can be remitting in its course. The main distinction 
between AD and VaD is disease course, with AD showing a pattern of steady progressive 
deterioration, whereas VaD may show more stepwise deterioration (Kasl-Godley & Gatz, 
2000).
Dementia is associated with a range of cognitive, behavioural and social problems. Other 
psychological problems associated with the subjective experience of dementia include 
depression, usually in the early stages of the disease when the individual is more aware of 
their problems. Such symptoms may reflect grief over loss of intellectual abilities and 
capacity to function independently, and may be accompanied by loss of self-esteem, or a 
diminished sense of mastery or control (Kasl-Godley and Gatz, 2000). Up to 50 percent of 
caregivers for individuals with dementia also develop psychological distress, which may be 
exhibited as anger, depression, irritabihty and even health problems (Kenough & Heubner,
2000). The essay will now move on to discuss theories of the causes of dementia, focussing 
on the literature on AD.
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Theories of causes of dementia
1) Neurobiological factors
A definite diagnosis of AD cannot be made until autopsy, where the main physiological 
change in the brain is an atrophy (wasting away) of the cerebral cortex, hippocampus and 
other brain areas (Davidson & Neale, 1998). Ventricular enlargement is also seen with loss of 
cortical neurons, predominantly axons and dendrites rather than the cell bodies themselves. 
The sulci of the brain also become enlarged (Bradshaw & Mattingley, 1995).
Acetylcholine is an important neurotransmitter associated with memory. There are fewer 
acetylcholine terminals in the brains of people with AD, and levels of the major metabolite of 
acetylcholine are also low, and have been found to negatively relate to the extent of the AD 
sufferer’s cognitive deterioration (Davidson & Neale, 1998). Changes in functioning of 
cholinergic neurons is a consistent finding in AD, and this progresses as the disease advances 
(Doody, 1999). These findings have led investigators to propose that cholinergic depletion is 
of aetiological significance in AD. However, subsequent studies have revealed that other 
neurotransmitter systems are equally depleted (Dehs, Lucas & Kopelman, 2000). It has 
recently been reported that deterioration in the cholinergic system occurs earlier, and more 
consistently than in other systems (Zurad, 2001).
It has been argued that cholinergic deficiencies may play a role in the formation of neuritic 
plaques and neurofibrillary tangles which are present throughout the cerebral cortex and 
hippocampus, and effect areas most concerned with memory and higher mental functioning 
(Heston and White, 1991). Neuritic plaques, small round areas consisting of p-amyloid, a 
waxy protein deposit, are scattered through the cortex in the extracellular spaces. The plaques 
are surrounded by degenerating neural processes, occurring predominantly in areas full of 
synapses, eventually leaving an empty space (Bradshaw & Mattingley, 1995). Neuritic 
plaques are also found in the brains of normal elderly, perhaps indicating a pre-clinical 
condition (Bradshaw & Mattingley, 1995), or perhaps indicating that plaques are not specific 
to dementia (Davidson & Neale, 1998). Efforts are still underway to understand the 
processing of P-amyloid in the brain and how this is altered in AD (Wells & Whitehouse, 
2000).
Neurofibrillary tangles, tangled abnormal protein filaments, accumulate within the cell bodies 
of the neurons in AD. Neurofibrillary tangles are associated with changes in tan proteins.
65
which are necessary for facilitating the transport of neural fimction from the axon to the 
synaptic terminal (Davidson & Neale, 1998). In terms of aetiology, the relative importance of 
plaques and neurofibrillary tangles has been debated. Nagy, Esiri, Jobst and Morris (1996) 
have found particularly strong correlations between the clustering of tangles in the 
hippocampus and clinical memory deficits, and between clustering in the parietal cortex, and 
overall cognitive deficit. Overall, clusters of neurofibrillary tangles appear to show a stronger 
association with cognitive deficits in AD than amyloid deposits (Nagy et al, 1996).
2) Genetic Factors
People with first degree relatives with AD have a 50 percent chance of developing the 
disorder by the age of 85, and twin studies have found identical and fiatemal twins 
concordances to be approximately 60 and 30 percent respectively (Plomin, De Fries, 
McCleam & Rutter, 1998). The gene responsible for the coding of P-amyloid is found on 
chromosome 21, an extra copy of which is the cause of Down Syndrome. People with Down 
Syndrome typically develop dementia during their fourth decade (Davidson and Neale, 1998). 
In the last decade, a gene has been discovered on chromosome 19, which codes for a 
substance called apolipoprotein E4 (apoE4) (Bradshaw & Mattingley, 1995). This gene has 
three variants or alleles, one of which is found in about 40 per cent of AD cases, and 15 
percent of controls. This result translates to a sixfold increase for LOD in individuals who 
have one or more of these alleles (Plomin et al, 1998). ApoE4 is highly concentrated in the 
plaques and tangles of AD. However, the apoE4 allele is neither necessary nor sufficient for 
developing dementia. Nearly half of late-onset dementia cases do not have the allele (Plomin 
et al, 1998) and the inheritance of one or two such alleles does not predict the diagnosis of AD 
(Bradshaw & Mattingley, 1995). Thus, the apoE4 allele is best described as a biological risk 
factor for AD.
3) Other factors associated with the aetiology of AD
The findings of genetic research imply that non-genetic influences play a major role in the 
aetiology of AD. Recent research has addressed the role of premorbid personality traits. For 
example. Meins and Dammast (2000) have found that premorbid neuroticism may predict the 
occurrence of AD. However, some authors have warned that research into premorbid 
personality should take into account the retrospective bias involved in using informants to rate 
personality (Strauss, Lee & DiFilippo, 1997). Other factors which may contribute to the 
development of AD include, age, head injury (Wells & Whitehouse, 2000), aluminium 
exposure (Bradshaw & Mattingley, 1995), toxic exposure (Lezak, 1995), and hypothyroidism 
(Breitner, 1999). Possible protective factors include Hormone Replacement Therapy (HRT),
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Vitamin E (in high doses), consumption of red wine (Breitner, 1999), smoking, high 
intelligence and increased educational and occupational attainment (Bradshaw & Mattingley.
1995). However, further evidence is still required to establish the influences of the above in 
preventing or leading to increased risk of AD (Breitner, 1999).
A number of factors are associated with less common forms of dementia, including infection 
(Crutzfeldt-Jakob disease), and primary degenerative diseases such as Huntington’s disease. A 
small number of dementia cases, such as those caused by drug toxicity, are reversible when 
treatment is initiated before nonreversible brain damage occurs (Kenough & Heubner, 2000). 
VaD is a type of dementia syndrome which is caused by a series of small strokes or infarcts, 
whereby a loss of blood to the brain damages specific areas of the brain (Stokes, 2000). The 
characteristics and severity of VaD is determined by the size and location of the strokes 
(Gertz, Wolf & Arendt, 2002). Less and less recovery is seen following a succession of 
infarcts, until dementia characteristic of AD develops (Stokes, 2000). Risk factors for the 
development of VaD include age and pre-existing brain atrophy (Gertz, Wolf & Arendt, 
2002).
Despite many promising research studies into the causes of AD, the most common form of 
dementia, the aetiological factors involved in its genesis remain essentially unknown (Bums, 
Russell & Page, 1999). The biological, genetic and environmental factors that have been 
studied are best described as associations with, or risk factors for, AD. AD currently appears 
to be the consequence of a number of diverse, aetiologically distinct processes (Leber, 1996). 
Efforts are also underway to better understand risk factors for VaD, the second most common 
form of dementia.
To summarise, the most commonly seen dementias do not have a single agreed upon cause. 
They are described as degenerative, which implies a course of progressive decline in neural 
processes, cognitive abilities and social and behavioural function. Therefore, in reviewing 
treatment approaches for dementia it will be necessary to consider whether they are able to 
impact upon the progressive course of dementia. However, it wül be important to consider 
other factors in addition to the degenerative symptoms associated with the disease process. 
The essay will also examine treatment approaches which target the subjective experience of 
the dementia sufferer.
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Treatment approaches for dementia
The most commonly used psychosocial and pharmacological treatment approaches for 
dementia sufferers will now be reviewed. The interventions that will be evaluated are not in 
any way an exhaustive list, but they represent some of the most coimnonly used with people 
with dementia. These approaches will be discussed in relation to whether they target cognitive 
outcomes, or social or behavioural outcomes. Finally, interventions which target problems 
associated with the psychological experience of dementia in sufferers and their caregivers will 
be evaluated. It should be noted that there is significant overlap among approaches, such that 
grouping them in this way reflects emphasis rather than fixed classification.
Before describing these approaches it should be emphasised that a thorough assessment of the 
individual should be conducted prior to hnplementing any treatment. Such an assessment 
should attempt to understand the person as an individual, their strengths, and their needs for 
intervention (Woods, 1999).
1) Treatment approaches which target the cognitive symptoms of dementia
i) Memory skills training packages
Memory training programmes seek to enhance cognitive functioning, particularly memory 
performance in dementia. These packages target the changes in memory seen in dementia, and 
are based on knowledge of memory systems. A large number of techniques have now been 
applied to dementia, including expanded rehearsal, external memory aids and environmental 
adaptations (Kasl-Godley & Gatz, 2000).
Expanded rehearsal, also known as spaced retrieval, involves adjusting the retrieval period 
during learning, based on the finding that memory traces in dementia are subject to hnmediate 
decay (Woods, 1999). One item is presented for leammg at a time, and the retrieval period is 
doubled or halved according to whether the item was successfully recalled on a previous trial. 
In this way, the item becomes fully registered. In a recent review, Kasl-Godley and Gatz 
(2000) summarise that expanded rehearsal can be successfully used to teach names of 
common objects, face-name associations, object-location associations and strategies for using 
an external memory aid. Clare, Wilson, Carter, Hodges & Adams (2001) have recently 
demonstrated long-term gains using these techniques. However, much of this research has 
involved single case design, making it difficult to generalise the findings.
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External memory aids aim to reduce the demands of effoitflil, self-initiated cognitive 
processes (Woods, 1999). Such aids include memory wallets, which include personally 
relevant facts, photographs and pictures. Bourgeois (1990) evaluated the effect of memory 
wallets on conversational skills in people with dementia. Caregivers were encouraged to use 
the wallets in conversing with the family members. Results showed that participants made 
more statements of fact and fewer ambiguous utterances. Bourgeois & Mason, (1996) found 
that day care centre volunteers decreased their use of questions and prompts during 
conversations in which subjects used their memory wallets.
Environmental adaptations have also been used to reduce the load on memory and support 
retrieval (Kasl-Godley & Gatz, 2000). Josephsson (1993, as cited in Woods, 1999), used signs 
on drawers and cupboards to indicate the location of items required to make a drink or a 
snack. This led to an improvement in task performance, although support was needed to 
maintain gains. Nolan, Mathews and Harrison, (2001) have recently demonstrated that a name 
sign, and portrait-type photograph of the individual with dementia as a young adult increased 
room finding by over 50 per cent in three nursing home residents. Room finding stabilised at 
100 percent accuracy within a few days of implementing the intervention. The small number 
of participants in this research make it difficult to generalise the findings, and fiirther research 
is required to establish the effects of such techniques in larger samples.
A number of memory skills training packages are now available for people with dementia. 
Due to the necessary brevity of this description, only a selection has been described here. In a 
recent review. De Vreese, Neri, Fiorvanti, Belloi and Zanetti (2001) conclude that the 
available evidence shows that memory skills training can be both clinically effective and 
pragmatically useful. Kasl-Godley and Gatz (2000) highlight that such techniques can 
improve cognitive function, and that memory wallets in particular can also improve social 
fimctioning.
ii) Donepezil Hydrochloride
The cognitive symptoms in AD have been targeted using acetylcholinesterase inhibitors, 
which act to increase the availability of acetylcholine within intact neurons in the brains of 
people suffering firom AD. Such pharmacological treatments include Aricept (Donepezil 
Hydrochloride), and are now available for the treatment of cognitive symptoms in AD. 
Donepezil use is recommended with mild to moderately severe dementia. In clinical practice, 
therapy is discontinued when the client continues to deteriorate (Doody, 1999) and the 
benefits of the drug are then lost (Thompson et al, 2001).
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Research has now demonstrated that Donepezil can lead to improvement in cognitive function 
in AD (Bums et al, 1999) and VaD (Mendez, Younesi & Perryman, 1999). A recent study 
found that Donepezil leads to significantly improved scores on a range of tests after 16 weeks 
of treatment, and that verbal and visual memory improved in particular (Thompson et al,
2001). It has also been demonstrated that Donepezil can result in improvement activities in 
daily living (Rogers, Farlow, Doody, Mohs & Friedhoff, 1998) and behavioural disturbance 
(Doody, 1999). The majority of the research to date has only demonstrated the efficacy of 
Donepezil in ameliorating cognitive symptoms in the short-term, usually in 30-week trials. 
However, a recent study has found Donepezil to improve cognitive and global functioning for 
up to 1 year (Shigeta & Homma, 2001). New, evidence is emerging to suggest that such 
medication may slow the decline of dementia (Zurad, 2001). Further research is needed to 
explore the long-term outcomes of Donepezil, and the possibility that it may slow the 
progressive decline of function in dementia.
Hi) Reality Orientation
RO has been described as the archetypal approach to cognitive rehabilitation in dementia 
(Spector, Orrell, Davies & Woods, 2001). Its purpose is to re-orientate patients by means of 
continuous stimulation and orientation to the environment (Zanetti, Oriani, Geroldi, Binetti, 
Frisoni, Di Giovanni & De Vreese, 2002). RO has traditionally involved the repetition of 
orientation information (such as day, date, time and place) providing the individual with a 
greater understanding of their surroundings. RO can be implemented via 24-hour RO, which 
makes a number of changes to the environment with staff involving patients in reality 
throughout the day. RO classes are structured group sessions in which a small number of 
patients and staff meet regularly to engage in orientation related activities (Woods, 1999).
In a recent review of the empirical evidence for RO, Kasl-Godley and Gatz (2000) 
conclude that RO has potential for improving orientation, although the effects are 
rarely maintained at follow up. However, research evidence is beginning to emerge to 
suggest that more vdde-ranging improvement may follow RO. Spector et al (2001) 
conducted a broad based systematic review of RO, extracting the most beneficial 
elements from previous studies and incorporating these into a new RO programme. 
They evaluated this programme, finding positive trends in cognition, depression and 
anxiety. There was also significant improvement in caregiver’s stress. Zanetti et al 
(2002) report that patients with moderate dementia are more likely to improve in
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cognitive function than those with mild dementia, and that an absence of euphoria is 
also associated with more positive outcomes. They highlight the need for evidence for 
the long-term efficacy of RO.
2) Treatment interventions which target the hehavioural and social problems associated 
with dementia.
i) Reminiscence Therapy
Reminiscence therapy (RT) typically involves weekly group meetings in which patients are 
encouraged to share memories of past events, often with the assistance of aids such as 
photographs, music, and items of historical connection (Orrell et al, 2001). Sessions are 
designed to promote reminiscing about a specific person, event or era in the individuals’ life, 
and to identify positive aspects of recalled experiences (Kasl-Godley & Gatz, 2000). RT 
concentrates on the individual as a person, attempting to capitalise on preserved functioning. 
However, different authors have described different aims of RT, including improving affect, 
cognitive functioning, and changing staff attitudes towards patients (Midence & Cunliffe,
1996).
Despite the popularity of RT, empirical research on this approach with people with dementia 
is not well established. There is evidence to suggest that RT can increase the degree of staff- 
patient interaction, and result in the staff knowing more about the patient’s experiences 
(Midence & Cunliffe, 1996). Research has also shown RT to alleviate depression at the end of 
treatment, but not at follow up (Kasl-Godley & Gatz, 2000). Changes in staff perceptions have 
also been reported, such that staff are able to see the person more positively, and in context 
(Woods, 1999). There is still a lack of conclusive evidence on the efficacy of RT, and research 
may be complicated by variation in the treatment targets outlined by different researchers. 
There is a pressing need for clearly defined and controlled research in this area.
ii) Validation therapy (VT)
Validation therapy arose out of what was thought to be the insensitive and mechanical use of 
RO. VT sets out to validate the feelings of people with dementia by concentrating on the 
underlying meaning of their behaviour, rather than correcting it (Spector et al, 2001). VT aims 
to improve communication in people with dementia (Toseland, Diehl, Freeman, Manzanares, 
Naleppa & McCallion, 1997). The core technique is to recognise the person’s communication 
of feelings and emotions and to acknowledge and validate them (Woods, 1999). Despite the
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popularity of this approach it has been criticised for having not been derived from a sound 
theoretical framework, and for its failure to have clearly derived treatment targets (Midence & 
Cunliffe, 1996).
VT has a minimal amount of empirical support. Morton and Bleatham, (1991, as cited in 
Midence and Cunliffe, 1996) found that patients did not iucrease verbal interactions as a result 
of VT. Toseland et al, (1997) have recently conducted a controlled study which evaluated the 
efficacy of VT. The most positive finding they made was that nursing staff reported reduced 
physically and verbally aggressive behaviour in nursing home residents receiving VT. The 
results offered only limited support for the effectiveness of VT on psychological well-being. 
The limited empirical evidence for VT makes the applicability of this approach to dementia 
questionable at present, and this needs to be addressed m future research.
Hi) Behavioural approaches
Behavioural approaches have been applied to the treatment of dementia. Therapeutic goals 
include a reduction in agitation, verbal outbursts, wandering, and the maintenance of current 
self-care skills such as grooming, feeding oneself, and toileting (Kasl-Godley & Gatz, 2000). 
Techniques are based on principles of learning, and are chosen on the basis of the specific 
behaviour to be changed and the conditions associated with its maintenance.
Operant training techniques have been moderately successful in modifying behaviours such as 
wandering. For example, Hussain (1987, as cited in Miller & Morris, 1994) used a stimulus 
control procedure based on the provision of rewards for appropriate behaviour which reduced 
wandering behaviour in dementia sufferers. Teri, Logsdon, Werner, Trimmer, Thai, Whall and 
Peskind (1998) have applied a standardised behavioural approach to the treatment of agitation 
in dementia. This intervention was based on social learning theory, viewing agitation as a 
series of behaviours that are initiated and maintained by person-environment interactions that 
can be modified. This intervention resulted in significantly fewer aversive altercations 
between patients and caregivers.
Stokes (1996) argues that while behavioural interventions have face validity, it is important 
not to loose sight of the emotional experience of the individual with dementia. Thus, he argues 
that approaches to resolve challenging behaviour should recognise and understand the 
emotional needs of the individual, rather than simply set out to control behaviour. Further 
evidence is needed to support claims for the suitability of this approach (Stokes, 1996) and its 
effectiveness (Woods, 1999).
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3) Treatment interventions which target psychological problems associated with 
dementia in sufferers and their caregivers.
i) Cognitive-behavioural interventions
Cognitive-behavioural interventions have been adapted to treat depression in individuals with 
dementia. Teri & Gallagher-Thompson (1991) have reported that cognitive therapy can be 
efficacious for mildly impaired individuals, resulting in significant improvement in 
depression. They argue that behavioural approaches, including increasing pleasant activities, 
may be warranted with individuals with more severe impairment. In a meta-analytic study, 
Pinquart & Soerensen (2001) found that cognitive behaviour therapy has above average 
effects on depression and ratings of subjective well being in individuals with dementia. They 
found that best results are obtained for younger subjects, but statistically significant 
improvements were also seen in older age groups. These results are promising, and suggest 
that depression, a common co-morbid condition with dementia, can be successfully treated 
using cognitive behavioural approaches.
ii) Support Groups
Support groups have been developed with the aim of providing emotional support for 
sufferers of dementia. Empirical evaluations into the efficacy of support groups are sparse. La 
Barge and Trtanj (1995) present qualitative findings firom a support group for people in the 
early stages of AD. Participants reported that the use of group had allowed them to share 
support, and to cope better with the effects of being diagnosed with dementia. They reported 
that after hearing each other’s problems, and realising that their own were not unique, they 
were more able to accept the functional decline caused by the disease. The findings are 
preliminary, and in need of replication with the use of quantitative methods to evaluate 
specific outcomes. As yet, evaluations of support groups have not been subject to rigorous or 
controlled research design (Kasl-Godley & Gatz, 2000).
Hi) Family Interventions
Psychological interventions have now been developed to ameliorate caregiver burden m 
dementia. Research has demonstrated the negative effects of caregiving on the caregiver, and 
that caregiver distress may have a dramatic influence on the dementia sufferer, including the 
timing of placement in an extended care facility (Dunkin & Anderson-Hanley, 1998). Thus, 
alleviating distress iu caregivers is likely to have wide ranging implications. Marriot, 
Donaldson, Tarrier and Bums (2000) evaluated a cognitive behavioural family intervention 
which aimed to reduce the burden of care m carers of patients with AD. The intervention
73
consisted of three components, carer education, stress management and coping skills training. 
They found significant reductions in distress and depression in carers in the intervention 
group. The intervention was also found to have a positive impact on patients, as measured by 
a reduction in behavioural disturbance and an increase in activities.
To summarise, psychological and pharmacological treatment approaches implicitly assume 
that improvement in aspects of fimction of the person with dementia are feasible and 
attainable. Many of these approaches are beginning to gather a reasonable amount of 
empirical support, whereas others have a long way to go in demonstrating their usefulness. 
None of these treatments set out to cure dementia. Nevertheless, taken as a whole, the research 
suggests that improvement in the cognitive, behavioural, social and psychological problems 
associated with dementia can be achieved. As yet, there is little empirical evidence to 
convincingly demonstrate that treatment interventions can slow the course of progressive 
decline m dementia. However, pharmacological interventions have started to yield promising 
results.
The current status of dementia and treatment approaches for dementia.
On the basis of the literature reviewed in this essay, dementia may be best described as a 
degenerative illness, which takes a progressive course. The aetiological factors involved m the 
development of the most common forms of dementia, in particular AD, are not well 
understood. Dementia cannot be cured, and the course of progressive decline in dementia 
cannot be reversed. Efforts are currently underway to investigate whether pharmacological 
treatment approaches can slow dementia progression.
Despite this rather gloomy picture, the cognitive, behavioural, social and psychological 
problems arising firom dementia related changes can be treated, and a number of clinical 
implications arise firom the literature. Firstly, psychologists and other professionals can offer a 
lot in terms of managing the symptoms of dementia during the course of the disease, as well 
as helping to ameliorate caregiver distress. Given that dementia cannot be cured, realism must 
always be imparted to dementia sufferers and their carers in terms of what can be achieved. At 
the same time, it is important to emphasise that changes in state and function are attainable. 
Thus, instead of focussing on dementia as a incurable disease about which nothing can be 
done, professionals should draw upon the research evidence about what can be achieved using 
psychological and pharmacological treatments, and make sure that these are in place for the 
individual suffering with dementia and their carers.
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Any treatment approach should be implemented after a thorough assessment in which the 
needs of the individual are addressed. For some, interventions to ameliorate cognitive 
symptoms may be of importance whereas for others, improving mood may be of greater 
value. Treatment approaches should then be targeted to make a real difference for the person, 
and to improve quality of life (Woods, 1999).
Further research is needed to establish the specific impact of treatment approaches on 
selected targets, as well as the broader impact on quality of Hfe, and on dementia progression. 
Such research should be controlled, involve samples from which we can generalise findings, 
and evaluate long-term outcomes. Randomised-controlled trails which combine psychological 
and pharmacological approaches are also warranted, as it may well be the case that these lead 
to more positive outcomes. However, caution should be taken in conducting large-scale 
evaluations, such that they are not carried out at the cost of ensuring that approaches are 
tailored to meet the needs of individual dementia sufferers. Finally, it would be valuable to 
include the views and opinions of dementia sufferers in future research endeavours.
Conclusions
Psychologists and other professionals have an important role to play in the research, 
assessment and treatment of dementia. They can tailor such interventions to meet the needs of 
the iudividual and use interventions to alleviate carer distress. The existing research base 
should be used as a springboard to develop approaches that are even more effective in meeting 
the needs of people with dementia and those who care for them. What is clear from the 
research literature is that the diagnosis of dementia does not mean that change is impossible.
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CLINICAL DOSSIER
OVERVIEW
The clinical dossier contains summaries of the range of experience gained during the three 
years of training. It also contains summaries of the five clinical case reports. The case reports
are submitted in full in Volume 2.
Please note that all identifying information in this section has been changed to preserve
anonymity.
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ADULT MENTAL HEALTH PLACEMENT SUMMARY 
PLACEMENT DETAILS:
Supervisor: Dr Metke Shawe-Taylor
NHS Trust: Surrey Oaklands Trust
Base(s): Dorking Community Mental Health Team
Dates: ifi*'October .2000-23 March 2001
SUMMARY OF CLINICAL EXPERIENCE
This placement provided me with a wide range of experience within the context of a 
Community Mental Health Service. This enabled me to work with clients with a broad range 
of mental health problems including severe and enduring problems. My clinical work was 
conducted primarily within a cognitive behavioural framework and involved assessment for 
treatment interviews, group work and short-term interventions. I also gained experience of 
neuropsychological and psychometric assessment. Experience of a range of presenting 
problems was gained including depression, anxiety, bereavement, relationship difficulties, 
schizophrenia, cognitive impairment and OCD. Experience was gained in the use of the 
WAIS-m, BAI, andBDI.
During this placement I also gained experience of working within a community service for 
Mentally Disordered Offenders. I observed my supervisor conduct an assessment for 
treatment interview and a risk assessment, and I co-facihtated a self-awareness group within 
this service.
TEACHING AND PRESENTATIONS
During this placement I conducted a presentation on Dialectical Behaviour Therapy at a 
Psychology department meeting. This was followed by discussion of the use of this treatment 
in various settings and services.
MEETINGS, SEMINARS, VISITS AND RESEARCH
I had the opportunity to shadow a Community Psychiatric Nurse, an Approved Social Worker, 
a Consultant Psychiatrist and a Psychosexual Counsellor during this placement. I visited three 
other psychologists within the trust and discussed their roles within their various settings. A 
also attended a ward round at the local inpatient service.
Whilst on this placement I attended a two-day workshop entitled ‘Transforming Personality. 
In depth training in Cognitive Therapy of Personality Disorders.’
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ADULT MENTAL HEALTH CASE REPORT SUMMARY
Title: Assessment and intervention with a 39-year old woman presenting with Obsessive- 
Compulsive Disorder using a Cognitive Behavioural Model.
Presenting Problem:
Mrs K was referred to the Clinical Psychologist by the Senior House Officer (SHO) in the 
Community Mental Health Team (CMHT) with a recommendation that she receive a course 
of ‘behaviour therapy’ for obsessive-compulsive disorder (OCD).
Assessment Procedure:
The assessment consisted of a 1-hour assessment interview which Mrs K attended with her 
husband. The Trainee Clinical Psychologist (TCP) also discussed Mrs K’s case with a Clinical 
Psychologist who had previously undertaken psychological therapy with her, and consulted 
previous psychological reports and her case notes. Three psychometric tests were 
adrmnistered: the Beck Depression Inventory (BDI-II), the Beck Anxiety Inventory (BAI) and 
the Padua Inventory.
Formulation:
Mrs K’s symptoms of OCD were conceptualised using a cognitive model of OCD offered by 
Wells (1997). Mrs K had a tendency to worry, even as young child. Her early adulthood was 
characterised both by change and stressful events. It was around this time that started to 
become preoccupied with checking certain procedures. Mrs K’s OCD was maintained by her 
negative beliefs, behavioural responses and her low mood.
Intervention:
Following the initial assessment, it was agreed with the clinical supervisor that cognitive- 
behaviour therapy for OCD was an appropriate model to select for intervention. The TCP 
outlined the cognitive model of OCD and its implications for treatment with Mrs K. A number 
of goals for therapy were identified (e.g.; to go out alone). The initial phase of the intervention 
involved ‘socialisation’ to the cognitive model of therapy. Both verbal and behavioural 
attribution techniques were then used to address and challenge Mrs K’s intrusions. Other 
techniques applied later in therapy included using activities and relaxation and ‘dealing with 
the empty life problem’. During the final treatment session, time was spent summarising Mrs 
K’s strategies for dealing with intrusions, and she listed these in a diary to keep with her at all 
times.
Outcome:
Mrs K obtained an understanding of the cognitive model of OCD, and an awareness of a range 
of strategies to overcome her symptoms. She achieved her goal of going out alone. Mrs K’s 
beliefs in her negative appraisals were measured before and after each (in-session) 
behavioural experiment. Comparison of belief ratings showed a reduction in her behef after 
each experiment. At the end of therapy, Mrs K’s BDI score had reduced fiom the ‘severe’ 
range to the ‘moderate’ range. Her BAI score had reduced fiom the ‘moderate to severe’ 
range, to the ‘mild to moderate’ range. The Padua indicated a reduction in Mrs K’s overall 
score, her ‘impaired control over mental activities’ score, and her ‘checking’ score.
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PEOPLE WITH LEARNING DISABILITIES PLACEMENT SUMMARY 
PLACEMENT DETAILS:
Supervisor: Derek Blackburn
NHS Trust: Hastings and Rother Trust
Base: Community Learning Disability Service, St Lenoard’s
Dates: 4* April 2001 -  2U* September 2001
SUMMARY OF CLINICAL EXPERIENCE
This placement provided me with a range of experience in working with adults with learning 
disabilities within a Community Learning Disability Service. Chnical experience was gained 
working with adults with mild, moderate, and severe learning disabilities in settings that 
included the community, special schools, residential settings as well as with clients who 
presented to a specialised Challenging Needs Service (CNS). Experience was gained primarily 
from a behavioural perspective but included some exploratory and cognitive behavioural 
work.
Clinical work comprised assessment for treatment interviews, behavioural assessment, short­
term interventions, group work, psychometric assessment and neuropsychological assessment. 
Clinical work was undertaken with chents with a range of presenting problems including 
challenging behaviour, anxiety, anger, relationship problems, bereavement and cognitive 
deterioration. Two assessments were conducted to assess cognitive functioning. Experience 
was gained in the use a wide range of assessment tools including the WASI, HALO, Vineland 
and Adaptive Behaviour Scales. I also co-facilitated a ten session Relationships Skills Group 
for men with an Assistant Psychologist. This was evaluated using a shortened version of the 
Inventory of Interpersonal Problems and client feedback forms.
TEACHING AND PRESENTATIONS
During this placement I presented the results of my service-related research to the multi­
disciplinary team within the Community Learning Disability Service. I also presented the 
findings of a multi-element assessment to a cHent’s team of carers.
MEETINGS, SEMINARS, VISITS AND RESEARCH
Whilst on this placement I regularly attended a weekly meeting held by the Challenging 
Needs Service (CNS). I also attended a department meeting within the Community Learning 
Disability Service.
I attended a seminar on the development of a Family Intensive Support Service for People 
with Learning Disabilities. I also attended a Special Interest Group Meeting for South Thames 
Psychologists working with People with Learning Disabilities. I attended a training course 
entitled: ‘Strategies for Crisis Intervention and Prevention (SCIP): A two-day training course 
on non-aversive interventions for managing challenging behaviour’. I attended a further 
course at the Institute for Applied Behaviour Analysis which included: Behavioural
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Assessment and Advanced Support Strategies (1 day training seminar); and Nonaversive 
Behavioural Support and Basic Principles of Positive Programming (1 day training seminar).
I completed my service related research project on this placement under the supervision of a 
clinical psychologist. This looked at the impact of non-aversive training on care staffs causal 
attributions for challenging behaviour.
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PEOPLE WITH LEARNING DISABILITIES CASE REPORT SUMMARY
Title: The behavioural analysis of a client with autism and severe learning disabilities who 
presents with challenging behaviour.
Presenting Problem:
Mr H was referred to the Psychology Department within the Community Learmng Disabilities 
Service (CLDS) by the Speech and Language Therapist for an assessment regarding his 
challenging behaviour. Mr H’s care staff at the group home where he lived described Mr H’s 
challenging behaviours as: stabbing himself in the face (usually with a fork); banging his head 
against the window; defecating on the floor in public view; urinating in public; stripping in 
public; grabbing and moving staff and clients; shouting at staff; damaging or destroying 
possessions; pulling light cords and plugs out of their sockets; pulling down curtains and 
punching himself in the face.
Initial Assessment Procedure:
The TCP visited Mr H’s care staff at the group home where he lived to meet with the home 
manager, and six of his carers. This initial assessment consisted of information from this 
meeting, from a further interview with Mr H’s keyworker, and information from his case 
notes.
Initial Formulation:
A number of historical factors were likely to have contributed to Mr H’s challenging 
behaviour. Possible précipitants for his challenging behaviour included unwanted demands, 
changes to routine, noise in the environment, and mealtimes. Positive remfbrcement in the 
form of social contact, and the avoidance of a task or activity, may have served to maintain his 
challenging behaviour. The information obtained from the initial assessment suggested that 
Mr H’s behaviour was the result of a set of complex influences. However, little was known of 
the context of his history, where he had lived, his experiences, and losses and their 
relationship to his challenging behaviour. It was thus difficult to gain a thorough 
understanding of his challenging behaviour on which to provide a framework for intervention.
Intervention:
It was felt that the preliminary assessment should be expanded on and validated through 
comparison with the results of a more rigorous assessment (Emerson 1998). Following 
discussions with the TCP’s supervisor and Mr H’s carers, it was agreed that it was warranted, 
and would be beneficial to carry out a comprehensive behavioural assessment. To implement 
the behavioural assessment, information was gathered from the following sources:
• Interviews with professional carers
• Telephone interviews with Mr H’s sister
• Direct observation of Mr H using Momentary Time Sampliug (MTS) (Beasley, 
Hewson, Mansell, Hughes & Stein, 1993)
• Analysis of behavioural incidents using detailed 2 page Antecedent, Behaviour and 
Consequence (ABC) forms
• The Functional Assessment Interview (FAI) (O’Neill, Homer, Albin, Sprague, Storey, 
and Newton, 1997)
• What is the Person Saying? (based on Clarke, 1994)
• The Reinforcement Inventory (based on Willis & LaVigna, 1989)
• The Guernsey Community Participation and Leisure Assessment (Baker, 2000)
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Outcome:
On the basis of the extended behavioural assessment, a multi element support plan was 
developed based on LaVigna and Willis (1995). The TCP attended a staff meeting to feed 
back the results of the assessment and discuss die recommended intervention plan, and ways 
in which it might be implemented. The plan included recommendations for staff training and 
development, in order that the support plan could be implemented successfully. The plan was 
well received by Mr H’s staff team.
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CHILD, ADOLESCENTS AND FAMILY PLACEMENT SUMMARY
PLACEMENT DETAILS:
Supervisor: Dr Louise Paque
NHS Trust: Ashford and St Peter’s
Base(s): St Peter’s Hospital
Ashford Hospital
Dates: 10'  ^October 2001 -  22 March 2002
SUMMARY OF CLINICAL EXPERIENCE
This placement was based at a Child and Adolescent Mental Health Service and provided me 
with a range of experience in working with children, adolescents and their families. Clinical 
experience was gained working with children aged three to fifteen. Clinical work comprised 
assessment for treatment interviews, short-term interventions, and psychometric assessment. 
Clinical work was undertaken with clients with a range of presenting problems including 
phobias, challenging behaviour, anger, low mood, anxiety, encopresis, bereavement, ADHD 
and Asperger’s Syndrome. Experience was gained primarily from a cognitive-behavioural 
perspective but included some exploratory and behavioural work.
Four assessments were conducted to assess cognitive functioning and problems such as 
ADHD, Asperger’s Syndrome and learning problems. Direct and indirect experience was 
gained in die use of a range of assessment tools including the WPPSI, WISC, WORD, 
Conners’ Parent Rating Scale, Parenting Stress Index, and the Paediatric Anger Expression 
Scale.
TEACHING AND PRESENTATIONS
I did not undertake any teaching on this placement.
MEETINGS, SEMINARS, VISITS AND RESEARCH
During this placement I visited a school for children with special needs on two occasions, to 
meet with staff and the Speech and Language Therapist regarding a client I was working with. 
I observed a ‘B Clinic’, which involved the assessment of urgent referrals by a multi­
disciplinary team. I observed my supervisor undertaking both psychometric assessment and 
therapeutic work, and attended a fortnightiy psychodynamic supervision group.
I attended a Regional Interdisciplinary Training Day in Child And Adolescent Mental Health: 
‘An update on ADHD and Conduct Disorders’, and a Special interest group meeting: 
‘Research with children and families’. I also attended a team-training day during which 
service structure and provision were reviewed by the team.
While I did not undertake any research during this placement I subsequently returned to the 
service to conduct my Major Research Project.
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CHILD, ADOLESCENTS AND FAMILY CASE REPORT SUMMARY
Title: Cognitive-behavioural anger management with a fifteen-year-old boy with speech and 
language delay.
Presenting Problem:
Alex was referred to the Child and Family Department by his GP in May 2001. The letter 
stated that his parents had considerable difficulty in coping with Alex at home, particularly ‘in 
relation to his ftrustrations’. He was described as having severe speech and language problems 
and educational delay. The Deputy Headteacher of Alex’s school subsequently contacted the 
department to ask whether he was on the waiting list for ‘Anger management’.
Assessment Procedure:
The initial assessment interview aimed to gain an overview of the problem, as described by 
Alex and his family, as well as his family and developmental history. A second assessment 
session was conducted to look specifically at the pattern of Alex’s anger, to assess his attitude 
towards his anger, and to explore his motivation to engage in anger management. The 
Paediatric Anger Expression Scale was administered to gain a baseline measure of his anger. 
The assessment also involved reviewing Alex’s medical notes and further conversations with 
staff at his school.
Formulation:
Alex’s anger difficulties were formulated according to O’Neill’s (1999) model of anger. 
Difficulties communicating his needs to others and verbal and physical bullying by his peers 
were seen as important factors in the development of his anger problems. His anger was 
understood as a subjective emotional state defined by the presence of physiological arousal, 
and cognitions of antagonism. Triggers to Alex’s anger appeared to be largely interpersonal in 
nature, and may also have involved memories or images of previous bullying. The results of 
the psychometric assessment suggested that Alex had a tendency to show his anger outwardly. 
His anger was likely to have been further maintained by a lack of the necessary mechanisms 
for inhibiting aggression when angry (O’Neill, 1999). His perception that anger could be 
“fun” suggested that he gained some satisfaction from being angry at times.
Intervention:
Intervention was based on a cognitive behavioural anger management package outlined by 
O’Neill (1999). Each session was stmctured to include a review of skills practice and 
feedback, the introduction of new material (including strategies for dealing with the 
physiological and cognitive components of anger), relaxation, and the setting of new 
homework. Homework tasks took the form of skills practice between sessions, and the 
ongoing self-monitoring of anger.
Outcome:
The Paediatric Anger Expression Scale was readministered at the end of treatment to compare 
Alex’s scores. His scores remained largely unchanged, with his anger-out score remaining 
high. In the final treatment session, Alex said that he did feel more able “ to cahn down more 
quickly” and “to not take notice” of others. Alex and the TCP reviewed the self-monitoring 
forms he had completed, and noticed a reduction in the frequency with which his anger had 
reached the top of his Anger Thermometer. Both Alex’s mother and the teachers at his school 
reported that they had noticed a positive change in Alex’s ability to manage his anger.
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OLDER ADULTS PLACEMENT SUMMARY 
PLACEMENT DETAILS:
Supervisor: Dr Diana Chanfreau
NHS Trust: Surrey Hampshire Borders
Base: Famham Road Hospital
Dates: 3"^  April 2002 -  20* September 2002
SUMMARY OF CLINICAL EXPERIENCE
This placement provided me with a range of experience in working with older adults 
presenting to a Community Mental Health Team as well as those attending day hospital 
services and a client living in a hostel. Clinical Experience was gained working with older 
adults with a range of presenting problems including dementia, anxiety, depression, OCD, 
eating disorders, personality disorder, bereavement and schizophrenia. Experience was gained 
primarily from a cognitive-behavioural perspective but included some exploratoiy work and 
behavioural assessment. Clinical work comprised assessment for treatment interviews, short­
term interventions, psychometric assessment and group work. A detailed neuropsychological 
assessment was conducted to assess cognitive functioning in a man presenting with possible 
symptoms of dementia. Further experience was gained in the use a range of assessment tools 
including the HADS, CDS, WMS, WAIS-m, WTAR and the CAMCOG.
During this placement I co-facilitated two groups within day hospital services; one 8 session 
group Anxiety Management Group with a Consultant Clinical Psychologist, and an 8 session 
‘Coping with Forgetfulness’ Group with an Assistant Psychologist.
TEACHING AND PRESENTATIONS
I carried out a presentation on Dialectical Behaviour Therapy at the Older Adult Interest 
Group Meeting: Psychological Therapies. This covered the Biosocial Theory of Borderline 
Personality Disorder and the modes of treatment involved in Dialectical Behaviour Therapy. I 
also had the opportunity to work with staff in an institution during this placement, 
encouraging new practices and changes in routine approaches to care.
MEETINGS, SEMINARS, VISITS AND RESEARCH
During this placement I attended a Local Implementation Team Meeting, at which service 
provision for older adults was discussed. I regularly attended the Psychological Therapies 
Older Adult Interest Group Meetings at Famham Hospital. I regularly attended educational/ 
case presentations at the CMHT and attended CMHT meetings. I gained an awareness of the 
National Service Framework and other relevant policies for working with Older Adults.
I attended a Special Interest Group Training Day on using Integrative Therapies with older 
adults. I observed a Consultant Psychiatrist carry out an assessment of a 69-year-old lady 
presenting with memory difficulties, and a Specialist Dementia Nurse conduct a home visit.
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OLDER ADULTS CASE REPORT SUMMARY
Title: The neuropsychological assessment of a 70-year-old man presenting with memory 
difficulties.
Presenting Problem:
Mr Cook was referred to the Consultant Psychiatrist by his GP for an assessment of his 
memory difficulties. Following his initial assessment of Mr Cook, the Consultant Psychiatrist 
referred him for neuropsychological assessment, to aid the diagnosis of the cause of his 
difficulties, and provide advice regarding the management of his complaints.
Assessment Procedure:
An assessment interview was carried out with Mr Cook and his wife in order to obtain 
detailed information about his personal and family history, his current status, a description of 
the difficulties he was encountering and the impact of these on his life. Neuropsychological 
testing was selected to try and accumulate fiuther information in considering the possibility of 
a dementing illness. The following psychometric tests were administered:
1. Wechsler Adult Intelligence Scale-in (WAIS-UI)
2. Wechsler Test of Adult Reading (WTAR)
3. Wechsler Memory Scale-III (WMS-ni)
4. Hospital Anxiety and Depression Scale (HADS).
Findings:
The results of neuropsychological testing provided evidence that Mr Cook’s intellectual 
abilities had substantially decHned fi'om his estimated high-average premorbid level of 
fimctioning. There was a significant difference between his verbal and non-verbal abilities. 
This discrepancy indicated that his verbal fimctioning was superior to his non-verbal 
fimctioning. The results suggested a significant weakness at tasks requiring speed of mental 
processing and concentration, and visual motor co-ordination. Mr Cook had moderate to 
severe memory impairment across all stages of processing and modalities, which was greater 
than would be predicted by his current (impaired) level of intellectual functioning. Thus, his 
memory difficulties appeared to be differentially greater than the level of cognitive decline. 
Mr Cook’s complaints were not due to the effects of pathological anxiety or depression. Both 
the qualitative and quantitative information gleaned fi-om this assessment suggested several 
similarities between Mr Cook’s profile and that of VaD. The acute onset of his symptoms 
following a cerebrovascular incident, the patchy nature of psychological deficits, and the step­
like progression would support a diagnosis of VaD (Lishman, 1998).
Intervention:
The results of the assessment were fed back to Mr Cook and (with his permission) his wife by 
the TCP in order to discuss how these deficits may affect him in the context of everyday 
living. Strengths, as well as problem areas were discussed in relation to the different tests 
used. Mr Cook found it reassuring that many of his verbal abilities were well maintained, 
indicating a rich fund of acquired knowledge. He agreed with the findings which indicated a 
weakness in speed of mental processing and concentration, and visual motor co-ordination. 
The impact of his memory difficulties were also discussed, particularly in terms of the 
frustration that he and his family had experienced in relation to this. Mr Cook was provided 
with information on skills and strategies for coping with forgetfulness (Clare & Wilson, 
1997).
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Outcome:
A report was prepared which outlined the results of assessment and the following 
recommendations:
1. It was recommended that Mr Cook continued to engage in physical activity wherever 
possible, as research has raised the possibility that this can promote cognition, 
reasoning, working memory and reaction times m dementia sufferers, as well as 
physical health (Bormer & O’Brien Cousins, 1996). Enjoyable activities such as these 
would also serve to maintain his good quality of life.
2. Psychological input was recormnended, to help Mr Cook to compensate for his 
memory difficulties by using memory aids, environmental changes, and the cognitive 
skills that had been maintained.
3. While the HADS did not show signs of clinical anxiety, Mr Cook did experience 
tension and firustration in relation to his memory problems, and some anxiety 
management sessions were therefore recommended.
4. It was recommended that Mr Cook and the Team Psychiatrist consider his fitness to 
drive. The TCP had already discussed this with both Mr Cook and the Team 
Psychiatrist.
5. Finally, continued monitoring of Mr Cook’s mood during regular follow up sessions 
with the Team Psychiatrist was recommended.
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SPECIALIST COMMUNITY FORENSIC PLACEMENT SUMMARY
PLACEMENT DETAILS:
Supervisor: Dr Susan Young
NHS Trust: South London and Maudsley
Base(s): Croydon Community Forensic Team
The Denis Hill Unit
Dates: 16* October 2002-28'^ March 2003
SUMMARY OF CLINICAL EXPERIENCE
This placement provided me with a range of experience in working with individuals 
presenting to a Conununity Forensic Team and a Regional (Medium) Secure Unit. Clinical 
experience was gained working with mentally disordered offenders with a variety of 
presenting problems including anxiety, substance misuse, psychosis, personality disorder, 
depression, violent sexual fantasies, fire-setting behaviour and violent and sexual offending. 
Experience was gained primarily fi*om cognitive-behavioural and motivational interviewing 
perspectives. Clinical work comprised assessment for treatment interviews, short-term 
interventions, a six-month intervention with a client presenting with personality disorder, 
group workshops, psychometric assessment and detailed risk assessments.
During this placement I completed a number of detailed assessments including psychosexual, 
arson, personality, substance misuse, and file-based risk assessments. I gained experience in 
the use of a variety of assessment tools includmg semi-structured interviews, the Bender 
Sexual Knowledge Questionnaire, the Wilson Sexual Fantasy Questionnaire, Attitudes 
Towards Women, Rape Myth Acceptance Scale, Able and Becker Cognition Scale, Staxi-2. 
FNE, SAD, CFSEI, Stages of Change Scale, and the Awareness of Social Inference Test. I 
had the opportunity to conduct an assessment via an interpreter. I attended an HCR-20 
training course and subsequently reviewed an HCR-20 risk assessment, and took the lead in 
preparing an updated draft which I presented for discussion at a multi-disciplinary team 
meeting. I co-facilitated three group workshops on Anxiety Management, Substance Misuse 
and‘Insight into Psychosis’.
TEACHING AND PRESENTATIONS
I conducted a presentation on Dialectical Behaviour Therapy to a multi-disciplinary audience, 
which included members of the Community Forensic and Adult Mental Health Teams.
MEETINGS, SEMINARS, VISITS AND RESEARCH
During this placement I attended a Multi-Agency Public Protection Panel meeting at Croydon 
Police Station. I attended two ‘Forensic Forum’ meetings at which the Community Forensic 
Team provided a consultation service to sector teams. I also attended Team Meetings, 
Forensic Psychology meetings, local borough psychology meetings, and a Team Management 
Meeting held by the Community Forensic Team. I visited Feltham Young Offenders Institute 
with an Occupational Therapist, and observed her in her role as care co-ordinator to a client.
I attended a 2-day HCR-20 Risk Assessment Workshop. The HCR-20 is designed to assist 
chnical assessment and management of violence risk across a broad range of populations and 
settings.
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SPECIALIST COMMUNITY FORENSIC CASE REPORT SUMMARY
Title: Motivational Interviewing for substance misuse with a 41-year-old man with a 
diagnosis of schizophrenia in a medium-secure setting.
Presenting Problem:
Mr Hall was transferred to a Secure Unit from a Maximum Security Hospital in October 2002 
under section 47/49 of the Mental Health Act. He was referred to psychology by the 
Consultant Forensic Psychiatrist for an assessment of his substance misuse problems with the 
view of offering treatment. He had diagnosis of paranoid schizophrenia and a long history of 
fire-setting behaviour.
Assessment Procedure:
The TCP met Mr Hall on two occasions to conduct the initial assessment. The assessment 
included information gathered from interviews with Mr Hall, liaison with members of his 
clinical team and his case notes. The following psychometric assessments were administered:
1. Culture Free Self Esteem Inventory (CFSEI) (Battle, 1997)
2. Beck Anxiety Inventory (BAI) (Beck, 1990)
3. Leeds Dependence Questionnaire (LDQ) (Raistrick, Bradshaw, Tober, Weiner, 
Allison, & Healey, 1994)
4. Temptation Scale (adapted from the Situational Confidence Questionnaire, Annis, 
1984)
Formulation:
Mr Hall experienced a childhood characterised by physical and sexual abuse. Cannabis was 
readily available to him and became part of his “culture”. He developed a positive attitude 
towards cannabis and other substances, which helped him to “relax”, “feel better”, and “blot 
out the abuse”. Results of the psychometric assessment were indicative of very low self­
esteem and moderate levels of anxiety. He reported that in the context of feeling anxious, 
cannabis helped him to “relax and feel merrier”. Mr Hall had low self-efficacy beliefs 
regarding his cannabis use. Protective factors included Mr Hall’s recognition of the negative 
impact that cannabis had on his mental state. A body of research has shown that people with 
substance misuse problems can be classified as being at various points of a ‘transtheoretical 
model of change’ (e.g. Prochaska, DiClemente & Newcross, 1992). When initially assessed, 
Mr Hall appeared to fall in the contemplation stage of change, which is characterised by 
ambivalence.
Intervention:
Mr Hall was offered 10 sessions of therapy for substance misuse. Motivational Interviewing 
(MI) is a technique based on the transtheoretical model of change, designed to help 
individuals explore and resolve ambivalence to change (Miller & Rollnick, 1991). The 
intervention incorporated MI and specific behavioural assertiveness training for refusing 
substances. Training in relaxation was also included. Mr Hall’s cognitive difficulties were 
taken into consideration and concrete visual materials were used throughout the intervention. 
Behavioural repertoires for refusing substances were divided into smaller elements were 
combined in role-play. Anxiety management strategies also placed emphasis on behavioural 
rehearsal. While the main focus for treatment was Mr Hall’s cannabis use, all of the 
techniques covered were related to his use of other substances.
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Outcome:
Mr Hall’s scores on the psychometric measures were compared at pre and post treatment. A 
comparison of his scores on the CFSEI indicated that his self-esteem had significantly 
increased in general, social and personal domains. A comparison of his BAI scores suggested 
that the severity of his self-reported anxiety had fallen from the moderate to the rninimal 
range. While a reduction in his score on the LDQ was observed, he was not reporting severe 
psychological dependence to cannabis at the pre or post-treatment phase. His post-treatment 
score on the Temptation Scale suggested that his sense of self-efficacy for dealing with risk 
situations had considerably increased. At the final treatment session, Mr Hall reported that he 
had abstained from smokhig cannabis for three weeks. This was confirmed by staff from the 
results of urine screens. Mr Hall appeared to be in action stage of change at post treatment.
A summary letter was provided to the Consultant Forensic Psychiatrist which outlined a 
number of recommendations. These included ongoing encouragement and support from staff 
in Mr Hall’s use of his anxiety management and relapse prevention strategies, group work on 
interpersonal skills, further therapeutic work to address his experiences of abuse, and a frill 
arson assessment.
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SPECIALIST SYSTEMIC/ NARRATIVE CHILD AND FAMILY PLACEMENT 
SUMMARY
PLACEMENT DETAILS:
Supervisor: Bruce Holroyd
NHS Trust: Ashford and St Peter’s
Base(s): St Peter’s Hospital
Ashford Hospital
Dates: 9* Aprü 2003 -  26* September 2003
SUMMARY OF CLINICAL EXPERIENCE
This placement was based at a Child and Adolescent Mental Health Service and provided me 
with the opportunity to develop and utilise skills in narrative and systemic approaches to 
working with chil&en and their families. Clinical experience was gained working with 
children aged eleven to fifteen. Clinical work comprised assessment for treatment interviews, 
short-term interventions, and working as a member of the Family Therapy Clinic. Clinical 
work was undertaken with clients with a range of presenting problems including phobias, 
anger, depression, anxiety, encopresis, bipolar disorder, eating disorders and deliberate self- 
harm. Inchvidual and family work was conducted predominantly ftom a narrative perspective. 
I also participated as a member of the fortnightly Family Therapy Clinic, working as part of 
the reflecting team.
During this placement I was provided by my supervisor with the literature relevant to 
narrative and systemic perspectives, which I discussed and reflected on in supervision. This 
enabled me to develop the confidence to use narrative ideas and techniques in therapy both 
individually and in joint workings with my supervisor. I was also provided with the 
opportunity to discuss how narrative and systemic ideas could be applied in other settings and 
integrated into other models of therapy.
TEACHING AND PRESENTATIONS
T did not undertake any teaching on this placement. However, I wiU be returning to the 
department to present the findmgs of my Major Research Project which was conducted at this 
service.
MEETINGS, SEMINARS, VISITS AND RESEARCH
During this placement I regularly attended psychology meetings and attended a team meeting. 
I also attended a fortnightly psychodynamic supervision group and monthly meetings at which 
a Consultant Child and Adolescent Psychiatrist provided consultation and supervision to 
psychological services. I attended a 2-day Workshop on Solution Focused Therapy with 
Children and Families.
95
RESEARCH DOSSIER
OVERVIEW
The research dossier contains the service related research project completed in Year 1, the 
major research project completed m Year 3, and the research log completed for all three years
of clinical training.
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Service Related Research Project
A pilot study of the effects of training in non-aversive intervention on the attitudes of 
direct care staff working with people who exhibit challenging behaviour.
Year 1 
September 2001
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ABSTRACT
Objectives: To examine the extent to which providing care staff with training impacts on 
their confidence in dealing with challenging behaviour; their causal explanations for 
challenging behaviour; and their suggestions for intervention with service users who present 
with challenging behaviour.
Design: Within subjects, repeated measures design.
Setting: A community seiwice for people with learning disabilities within a National Health 
Service Trust.
Participants: 13 direct care staff.
Main outcome measures: Participants were asked to complete two questionnaires prior to 
and following the training. The first questionnaire asked them to rate their confidence in 
managing challenging behaviour, and how supported they felt by their organisation in using 
physical intervention. A second questionnaire was developed to measure causal attributions, 
and staff suggestions for intervention with challenging behaviour.
Results: Staff confidence in handling and preventing challenging behaviour, and the extent to 
which they felt supported by their organisation, had increased following the traming course. 
There was no significant impact of training on the attributional style of care staff. Further, 
there was no significant effect on the sophistication of intervention suggestions made by staff 
for the clients with which they were working.
Conclusions: While training increased the confidence of care staff, there was no significant 
effect on their causal explanations for challenging behaviour or their suggestions for 
intervention. These results are discussed in relation to their implications for the development 
of training, and future research in this area.
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INTRODUCTION
Challenging behaviour has been defined as ‘behaviour of such an intensity, frequency, or 
duration that the physical safety of the person or others is placed in serious jeopardy, or 
behaviour which is likely to seriously limit, or deny access to and use of ordinary community 
facilities’ (Emerson, Cummings, Barrett, Hughes, Me Cool & Toogood: 1988). This definition 
reflects the view that the problem of challenging behaviour is shared by both the behaving 
individual and by those who need to understand and respond to it (Lowe & Felce 1995). There 
has been wide variation in estimates of the prevalence of challenging behaviour. Baker & 
Allen (In press) recently estimated that approximately 10-15% of people with learning 
disabilities present challenging behaviours, usually in the form of physical aggression towards 
others. Some studies have yielded higher estimates. This highlights the problem of aggressive 
behaviour towards caregivers in community services for people with learning disabilities 
(Aden & Tynan, 2000).
There has been growing interest in care staffs causal attributions for challenging behaviour in 
recent years (Hastings, Reed & Watts, 1997). This interest has developed as contemporary 
treatments for challenging behaviour have begun to relate more closely to its causes 
(Emerson, 1995). Staff attributions are considered to be of importance due to their 
hypothesised link to staff behaviour (Morgan and Hastings 1998): Staff behaviour, amongst 
other factors, has been shown to be crucial in understanding the development and maintenance 
of challenging behaviour in people with learmng disabilities (Hastings & Remington 1994).
Holder’s (1958) attribution theory posits that the main way in which attributions differ, is 
according to whether causes of behaviour are imputed to dispositional factors (internal), or to 
environmental factors (external). A number of studies have highlighted the tendency of care 
staff to explain the causes of challenging behaviour in terms of the individual (e.g.: Bromley 
& Emerson, 1995; Cottle, Kuipers, Murphy & Oaks, 1995; Heyman, Swain & GiUman, 1998; 
Oliver, Hall, Hales & Head, 1996;). Oliver et al. (1996) found that internal causal 
explanations for challenging behaviour were correlated with responses from care staff, which 
were likely to maintain the challenging behaviour. Dunne (1994) has suggested that this 
internal attribution bias may explain the failure of interventions that require staff to make 
changes that are external to the client, in particular, changes in their own behaviour.
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Recognition of the significance of staff behavioiu', and its impact on the service user, 
highlights the importance of staff training (Berryman, Evans & Kalbag, 1994). The 
effectiveness of training has been evaluated with regards to a variety of outcomes, including 
measures of the frequency of challenging behaviour and use of physical restraint (Allen, 
McDonald, Dunn & Doyle, 1997), and measures of staff members’ knowledge and confidence 
(Allen & Tynan, 2000). However, evaluations into the impact of training on staff attributions 
have been minimal.
Until recently, many services have responded to the management of challenging behaviour by 
providing staff with training in control and restraint (C & R) (Stirling & McHugh 1997). 
These procedures have been widely criticised, in particular for their reliance on the infliction 
of pain and potential for injury (e.g. La Vigna, Willis & Donnellan 1986). It has been argued 
that such training, and situations where no training is provided to staff, constitute a high level 
of risk for die physical abuse of service users (Baker & Allen; In press).
Such concerns have led to the development of alternative staff training packages in crisis 
management for people with learning disabilities. The Strategies for Crisis Intervention and 
Prevention (SCIP) staff training package has been developed by the New York State Office of 
Mental Retardation and Developmental Disabilities (OMRDD, 1988). It is designed to enable 
staff to prevent and manage crisis situations when working with individuals who exhibit 
challenging behaviour. The traming aims to develop staff awareness of multi-element 
approaches to dealing with challenging behaviour, emphasising positive strategies for 
teaching clients to develop the necessary skills to maintain self-control. Staff are encouraged 
to engage in proactive methods of working with clients, and to consider the features of the 
environment that may be linked to the challenging behaviour. The training fiirther aims to 
enable staff to use physical interventions for reacting to crisis situations which are 
characterised by non-infliction of pain.
During SCIP training, staff are encouraged to seek environmental, hence external explanations 
for challenging behaviour, allowing for preventative strategies to be put in place. Further, by 
increasing staff awareness of a range of alternative strategies, SCIP training aims to provide 
staff with a range of positive options for intervention for challenging behaviour, such that they 
include positive, multi-element approaches, and both proactive and reactive strategies for 
intervention.
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Despite the widespread use of SCIP training in recent years, only one published’ evaluation 
has taken place. Baker & Bissmire (2000) found that SCIP training had a positive impact on 
staff confidence at handling behavioural crises, and on their perception of feeling supported 
by their organisation. However, there is no empirical data on how SCIP training impacts on 
the causal attributions, and suggestions for intervention made by direct care staff who deal 
with challenging behaviour.
Aims and hypotheses
The aim of this study is to extend Baker and Bissmires’ (2000) evaluation of SCIP training by 
examining the extent to which providing care staff with SCIP training impacts on their 
confidence in dealing with challenging behaviour; their causal explanations for challenging 
behaviour; and their suggestions about interventions for challenging behaviour. The following 
hypotheses will be tested:
1. Staff confidence in handling and preventing challenging behaviour, and the extent to 
which they feel supported by their organisation, will increase as a result of attending 
the SCIP training course.
2. Staff will be more likely to offer external causal explanations for challenging 
behaviour following training.
3. Staff will suggest more sophisticated intervention options following training.
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METHOD
Participants:
13 direct care staff working with people with learning disabilities within a National Health 
Service Trust were asked if they would participate in this study. 12 participants were female, 1 
was male. They had a mean of 5 years and 2 months paid experience of working with people 
with a learning disability (range less than 1 month, to 14 years 4 months). Their ages ranged 
from 17 to 45 years, the mean age being 30.4 years. All staff were attending a nonaversive 
training course as a result of working with a client who exhibited challenging behaviour.
Procedure:
Training: A  two-day SCIP training course was delivered to the staff. The training consisted of 
workshops and lectures, which covered: Understanding Challenging Behaviour, Prevention, 
Early Intervention, Health and Safety Service Values and the Legal Framework. 
Approximately 25% of the training course was devoted to demonstrations and practice of 
nonaversive physical interventions for responding to challenging behaviour.
Measures: Participants were asked to complete two questionnaires prior to and following the 
training. They were assured that their participation was voluntary, and that responses would 
remain anonymous. They were asked to mark pre-and post training questionnaires with a self­
chosen random seven-digit number, so that their responses could be matched.
The first questionnaire (Baker & Bissmire, 2000) asked them to rate, on a five-point Likert 
scale, how confident they were in dealing with and preventing challenging behaviour, and 
how supported they felt by their organisation in using physical intervention (see Appendices 
1& 2).
The second questionnaire was developed for the purpose of the present study to measure 
causal attributions and staff suggestions for intervention with challenging behaviour 
(Appendix 3). Participants were asked to describe the challenging behaviour of a client they 
were working with. They were then asked to give their opinion regarding three possible 
causes for the person’s challenging behaviour, using an open-ended format; (‘Please give 
three possible reasons for your client’s behaviour, starting with the most hkely reason.’), and 
to describe suitable interventions for the challenging behaviour (‘What do you think should be 
done about this client’s challenging behaviour?’).
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At the end of the course, the staff were asked to complete a SCIP training evaluation form 
(Appendix 4).
Coding o f data: A  coding scheme was developed to classify the qualitative data obtained from 
the second questionnaire (Appendices 5 and 6). Responses were rated by the main researcher, 
who was blind as to their pre/ post training order. Causal attributions for challenging 
behaviour were coded according to whether they were internal or external to the client. Any 
response containing both internal and external elements was classified as external.
Owing to the small number of participants (and therefore the small amount of data), all three 
causal attributions made by participants were coded for statistical analysis and were given 
equal weighting. However, a larger study would allow the effect of asking participants to rank 
their responses to be extrapolated.
A five-point Likert scale of ‘Sophistication of Intervention’ was developed by the author for 
coding staff intervention suggestions for challenging behaviour. Responses were scored 
according to the extent to which they suggested positive, multi-element approaches, and 
contained both proactive and reactive strategies for intervention (Very Sophisticated). A 
response was classified as ‘Very Unsophisticated’ if it suggested single-element, punitive 
approaches for reacting to challenging behaviour. A fiill description of the scale can be found 
in Appendix 6.
Reliability o f coding: All of the ‘Sophistication of Intervention’ responses were coded by a 
second rater, so that the reliability of the coding scheme could be estimated. A two-tailed 
Spearman’s rho correlation coefficient (r) was calculated to test for the correlation between 
codings produced by the first and second raters. This correlation was found to be 0.78, which 
at above 0.7 is considered to be an acceptable reliability estimate (Martin & Bateson, 1986).
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Due to the binary nature of-the causal attribution data, a percentage agreement index was 
calculated to estimate the reliability of the coding. 15 per cent of the attribution data was 
randomly selected for coding by the second rater. Of the 12 data items coded, there was one 
disagreement between the two raters. A standard equation for calculating a percentage 
agreement index was used:
agreements 4- (agreements + disagreements) x 100%
This yielded a rehability estimate of 92%.
Feedback to the service: It was arranged that the results of this research would be fed back to 
the service at a future multi-disciplinary meeting (See Appendix 7).
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RESULTS
Staff descriptions of their clients’ challenging behaviour
Descriptions of challengiag behaviour (Appendix 8) were classified according to 7 
behavioural categories (Bromley & Emerson, 1995) (Table 1). The most commonly described 
behaviour was (physical) aggression.
Table 1: Forms of challenging behaviours shown by the 13 service users:
Challeneina behaviour Number of clients described 
as exhibiting each behaviour
Percent
Aggression 10 76%
Self injury 4 31%
Disruption/ screaming 5 38%
Destructiveness 2 15%
Inappropriate social approaches 2 15%
Running away 2 15%
Overactivity 1 8%
N.B.: 9 service users were reported to present more than one form of challenging behaviour. 
Hypothesis 1: Staff confidence
Due to the low number of participants, a two-tailed Wilcoxon Rank-Sum test was used to 
compare staff confidence at pre and post-training (Table 2). Prior to training, most staff (62%) 
rated themselves as “OK” at handling behavioural crisis. At post training, 7 staff were more 
confident, 5 were the same, and 1 was less confident (significant overall; t =4.0, P = 0.05).
Prior to training, most staff (69%) rated themselves as “OK” at preventing challenging 
behaviour. Following training, 8 staff were more confident, 4 were the same, and 1 was less 
confident (significant overall; t = 5.0, P< 0.05).
Before training, 38% of the staff rated themselves as confident in the support offered by their 
organisation. At post-training, 6 of the staff perceived themselves as more supported, 7 were 
the same, and none perceived themselves as less supported (significant overall; t = 0.0, P =
0.05).
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Table 2: Individual staff responses on the confidence questionnaire.
Crisis Management Prevention of Challenging 
Behaviour
Supnorted bv organisation
Pre Post Pre Post Pre Post
3 4 3 4 2 3
4 3 4 3 3 5
3 4 4 4 4 4
4 4 4 4 4 5
4 4 3 4 4 4
3 3 3 3 3 3
3 4 3 4 4 4
4 4 2 3 4 4
3 3 3 3 3 4
2 4 3 4 2 4
3 4 3 4 3 3
3 4 3 4 2 3
3 4 3 4 2 2
Key to rating system: 1 = Extremely unconfident; 2 = Unconfident; 3 = OK; 4 = Confident; 5 
= Extremely confident.
Hypothesis 2: Attributional style
A Chi-squared analysis was used to compare staff attributions for challenging behaviour at 
pre- and post training (Table 3) (See appendix 9 for individual staff responses). At both pre- 
and post training, the majority of attributions made were internal: At pre-training 62% were 
internal and 38% were external; and at post-training 71% were internal and 29% were 
external. Overall, the effect of training on attributional style was nonsignificant (%2 = 0.33).
Table 3: Total number of internal and external attributions at pre and post-training
Internal External
Pre 23 14
Post 27 11
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Hypothesis 3: Staff suggestions for intervention
A two-tailed Wilcoxon Rank-Snm test was used to compare the sophistication of Staff 
suggestions for intervention at pre and post-training (Table 4) (See appendix 10 for individual 
staff responses). Almost half (46%) of the pre-training responses were rated as 
unsophisticated. Following training, 4 became more sophisticated, 6 were the same, and 3 
were less sophisticated. These effects were nonsignificant (/ = 10.5).
Table 4: Individual ratings for sophistication of intervention responses
Sophistication of inteiwention response
Pre Post
3 3
1 1
2 2
2 1
2 4
1 1
2 3
4 4
3 1
2 4
2 2
1 4
4 2
Key to ratings: 1 = Very unsophisticated, 2 = Unsophisticated, 3 = Neutral, 4 = Sophisticated 
5= Very sophisticated
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DISCUSSION
In support of the first hypothesis, staff confidence in handling and preventing challenging 
behaviour, and the extent to which they felt supported by their organisation, had increased 
following the SCIP training course. There was no significant impact on the attributional style 
of care staff. However, of note, attributions for challenging behaviour were almost twice as 
likely to be internal both before and after training. The second hypothesis was therefore not 
supported. Regarding the third hypothesis, there was no significant effect of training on the 
sophistication of suggestions for intervention made by staff for the clients with which they 
were working.
This study is limited, in particular by the small number of participants and the absence of a 
control group. In addition, the lack of follow-up data made it impossible to report whether 
increased staff confidence was maintained over time, or whether there was a delayed effect of 
training on care staffs’ causal explanations and suggestions for intervention. No measures of 
change in staff performance in the workplace were included. This is problematic, as 
interventions that staff report they would use, may not be representative of those they use in 
practice (Hastings & Remmington, 1994).
The majority of the participants in this study were female. Hastings et al. (1997) suggest that 
attributions about challenging behaviour may be influenced by gender. In addition, Murray, 
McKenzie, Quigley and Sinclair (1999) found that training in the prevention and management 
of aggressive behaviour impacted differently according to gender: Trained males felt more 
confident in managing aggression, whereas females felt anxious regaidless of whether they 
were trained. The gender imbalance of participants in this study therefore limits the 
generalisability of the findings.
A further limitation of this study lies ia the variability of paiticipants experience of working 
with people with learning disabilities, which ranged from less than 1 month to over 14 years. 
Hastings et al. (1997) found that attributions may differ according to levels of previous 
experience. It is not possible to comment on the extent to which these differences influenced 
the outcomes of SCIP training for the participants in this study.
SCIP training did not appear to have a significant impact on the attributional style of the 
participants in this study. It could be argued that it is somewhat ambitious to expect that a
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two-day course, which focuses both on behavioural change and management strategies, would 
lead to fundamental changes in the way people explain events. However, due to the theoretical 
links between causal attributions and staff behavioui' (Hastings et al. 1997), it could equally be 
argued that training needs to lead to such outcomes for staff behaviour to change.
This research has implications for revising the delivery of the SCIP trainmg course. Training 
could be modified to concentrate specifically on attributional change, and on exploring and 
strengthening the link between explanations for challenging behaviour and staff behaviour. 
Hastings et al. (1997) suggest that prior to training staff, consultants should explore staff 
attributions about challenging behaviour in relation to their compatibility with the goals of 
training. Cullen (1988) maintains that personalised systems of instruction may be appropriate 
if  individuals are likely to proceed at different rates.
SCIP training consists mainly of didactic teaching in the form of workshops and lectures. In a 
review of the training literature, Cullen (1992) highlights that while these procedures are hked 
by staff, they are often reported to have little effect on staff behaviour in the work setting. 
Cullen (1992) argues that while alternative training procedures such as role-playing have 
received little evaluation, the results so far have been promising. It is possible diat asking staff 
members to role-play their clients would result in an increased attendance to external factors. 
This could be predicted on the basis of attribution theory, which suggests that while observers 
pay more attention to the actor’s behaviour, an actor is more likely to pay attention to 
situational factors (Heider, 1958).
It is also possible that the effects of SCIP training on staffs’ intervention suggestions may be 
enhanced if training is delivered over a longer time period, or is implemented alongside 
ongoing supervision and support from facilitators. Berryman et al. (1994) followed up 
nonaversive training with ongoing bi-weekly supeiwision in the implementation of treatments 
covered during the course. They found that changes in staff approaches to client problems 
were sustained during a nine-month follow up in which this supervision was offered. 
Similarly, ‘pyramid models’, in which senior staff train their juniors, and then offer them 
continued supervision, have also produced promising results, as has the provision of ongoing 
feedback on performance (Cullen, 1992).
Clearly friture research is implicated; in particular longitudinal studies, incorporating suitable 
controls are necessary. Research into the effects of SCIP training on both causal attributions 
and staff performance in the workplace would also be valuable. Observing the relationship
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between staff attributions and their intervention behaviour would help to establish the 
significance of causal attributions at a practical level. Measures of any subsequent change in 
clients’ challenging behaviour would serve to enhance the validity of future research findings.
Future research into SCIP training should attend to potential mediating variables such as 
gender and previous levels of experience. It would also be valuable to explore staff culture 
within services for people with learning disabilities and its relationship to the outcomes of 
staff training. Finally, it would be valuable to incorporate the views and opinions of service 
users in future SCIP training evaluations.
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Appendix 1;
Pre-training confidence questionnaire
115
We are currently carrying out research concerning this training and would be 
grateful if you could complete the foUowing questionnaire as accurately as 
possible. All answers will be treated in the strictest of confidence. Thank you for 
your help.
1. Gender: M F
2, Age:
3. How much (paid) experience do you have o f working with people with a 
learning disability?
Years Months................
4. How much training relevant to challenging behaviour have you received?
5. How confident do you feel in dealing with a crisis situation involving 
challenging behaviour? Please circle the response you feel is most relevant to 
you.
Extremely Unconfident OK Confident Extremely
Unconfident confident
1 2 3 4 5
6. How confident do you feel in your ability to prevent challenging behaviour 
occurring in individuals you have responsibility for? Please circle the response 
you feel is most relevant to you.
Extremely Unconfident OK Confident Extremely
Unconfident confident
1 2 3 4 5
7. How supported do you currently feel by your organisation in using physical 
intervention (e.g. Written guidelines, training debriefing)
Extremely Unconfident OK Confident Extremely
Unconfident confident
1 2 3 4 5
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Appendix 2:
Post-training confidence questionnaire
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/e are currently carrying out research conceraing this training and would be grateful 
you could complete the following questionnaire as accurately as possible. All answers 
ill be treated in the strictest of confidence. Thank you for your help.
1. How confident do you feel in dealing With a crisis situation involving challenging 
behaviour? Please circle the response you feel is most relevant to you.
xtremely
Inconfident
1
Unconfident OK Confident Extremely
confident
2 3 4 5
2, How confident do you feel in your ability to prevent challenging behaviour occurring 
in individuals you have responsibility for? Please circle the response you feel is most 
relevant to you.
ixtremely Unconfident OK Confident Extremely
Jnconfident
1 2 3 4 5
3. How supported do. you currently feel by your organisation in using physical 
intervention (e.g. Written guidelines, training debriefing)
Extremely Unconfident OK Confident Extremely
Jnconfident confident
1 2 3 4  5
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Appendix 3:
Causal attributions and suggestions for intervention questionnaire
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) answer the questions on this page, please think of client that you work with who 
hibits challenging behaviour.
ease give a brief description of this cheat's c h a U e n g i n g  behaviours):
rith this individual in mind, we would be grateful if  you could answer the two 
uestions below. There are no right or wrong answers; we are just mterested m your
wn thoughts.
. Please give three possible reasons for your client’s behaviour, starting with the most likely 
reason:
ii)
>. What do you think should be done about this client’s c h a l l e n g i n g  behaviour?
120
Appendix 4:
SCIP training evaluation form
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NHS TRUST 
Strategies for Crisis Intervention and Prevention
(SCIP)
Course Evaluation
We genuinely want your honest feedback about the course you have 
attended. We can, and do, make changes if our courses are not meeting 
participants' needs. Please take a few minutes to fill in this evaluation form.
1. Presentation.
*
Was the course material presented to you in a helpful and understandable 
way? For example, what was particularly helpful, or what could be improved?
Your comments:
Rating (please cirde one):
1 2 3 4 5 6 7 .
Poor Excellent
2. Content
Did the content of the course meet your needs? If not, what could be added, 
or could have been omitted?
Your comments:
Rating:
1 2 3 4 5 6 . 7
Poor Excellent
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3. Written materials/visual aids.
How could these be improved? in what ways were they helpful?
Rating:
1 2 3 4 5 6 7 ,
Poor Excellent
4. General comments.
Please add any further comments that you think we would find helpful for 
future courses. Be as critical - or otherwise - as you like; we appreciate all
types of comment!
Thank you for taking the time to fill in this form.
Peter Baker 
John Shephard
SCIP Instructors ^ -
evaform.
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Appendix 5: 
Coding Scheme
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C o d in g  sc h e m e
1. R e a s o n s  f o r  CB
Classify responses according to whether they are:
A. Internal (I): Responses that explain the behaviour in terms of factors within the 
individual, including; internal states (e.g. hunger); personality characteristics 
(e.g. stubbornness); emotions (e.g. anger); and biological factors (e.g. brain 
damage).
B. External (E): Responses that explain the behaviour in terms of factors external 
to the individual, including previous environmental events (e.g. abuse), 
immediate environmental events (e.g. an incident) and environmental conditions 
(e.g. room temperature).
NB: All responses containing any external component are to be classified as
external (even where reference is also made to internal factors).
2. W h a t  s h o u l d  b e  d o n e ?
Classify responses according to whether they are:
5. = Very sophisticated
4. = Sophisticated 
3. = Neutral
2. = Unsophisticated 
1. = Very unsophisticated
See attached sheet.
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Appendix 6: 
Sophistication of intervention scale
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Appendix 7: 
Feedback to the service
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Ezza
NHS Trust
C om m u n ity  Learning D isab ility  Service
RefPB/Aje 
22 June 2001
Community Learning Disability Service
Tel: 01424 710133  
Fax: 01424 710134  
www.hamhst.demon.co.uk
Dear
Thank you for carrying out your small scale service related research within our department.
The findings of the study have highlighted some important implications for the delivery of SCIP 
training.
It will-be useful for members for the department to discuss these implications following your 
presentation of the reseai ch findings at a department meeting.
Yours sincere
Peter Baker 
Consultant Clinical Psychologist.. 
Manager Learning Disability. Service
"L ..
Appendix 8;
Staff descriptions of challenging behaviour
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Appendix 9:
Causal attributions for challenging behaviour
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Appendix 10:
Suggestions for intervention with challenging behaviour
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ABSTRACT
This study explored perceptions of family relationships among adolescent boys with Attention 
Deficit Hyperactivity Disorder (ADHD). Semi-structured interviews were used to explore 
how adolescent boys perceived the nature of their relationships with family members, and also 
their perceptions of the effects of their ADHD diagnosis and stimulant medication on their 
family relationships. The participants were twelve boys aged 11-16, with a formal diagnosis 
of ADHD (and no other formal comorbid diagnoses), who had been taking prescribed 
stimulant medication (methylphenidate) for ADHD for at least one year.
Interpretative Phenomenological Analysis (Smith, 1996) was used to analyse the data. 
Analysis resulted in four superordinate themes; quality of family relationships; locus of 
control; sense of self in relationships and the impact of stimulant medication. The adolescents 
differed in the extent to which they experienced difficulties in their family relationships and in 
the extent to which they experienced such difficulties as distressing. With regard to parent- 
adolescent relationships, a more positive account emerged from most participants than would 
be anticipated from the existing hterature. A theme emerged regarding positive or idealised 
reciprocal relationships, usually with extended family members. Many adolescents attributed 
control over their behaviour to external factors. Participants defined themselves in relation to 
their perception of their ADHD traits and symptoms, and described the impact that this had on 
their relationships. Stimulant medication appeared to impact on the sense of control that 
adolescents had over their behaviour. For many participants, stimulant medication also 
improved their sense of self in their family relationships. The themes are discussed in relation 
to the existing literature. Methodological issues, clinical impHcations of the findings and 
directions for future research are also discussed.
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INTRODUCTION 
Attention deficit hyperactivity disorder
Attention Deficit Hyperactivity Disorder (ADHD) is a common disorder in childhood which 
has received much attention in the research literature in the last two decades. The Diagnostic 
and Statistical Manual of Mental Disorders, 4th edition (DSM-IV: American Psychiatric 
Association, 1994), defines ADHD as a persistent pattern of inattention and/ or hyperactivity- 
impulsivity that is more frequent and severe than typically observed in individuals at a 
comparable level of development. ADHD is the most frequently diagnosed behavioural 
disorder in children in the United States (Johnston, 1996) with prevalence rates ranging from 
2% to 10% (British Psychological Society, 1996). The disorder is much more common in 
males than females (Wilens, Biederman & Spencer, 2002). European practice often utilises 
the term ‘Hyperkinetic Disorder’ (HKD) which has more stringent parameters and lower 
prevalence rates (British Psychological Society, 1996). A diagnosis of HKD is sometimes 
applied by clinicians in the United Kingdom, and is broadly similar to ADHD, with a greater 
emphasis on hyperactivity (National Institute for Chnical Excellence, 2000). The core features 
of ADHD and HKD are hyperactivity, poor ability to maintain attention, and poor impulse 
control (Toone & Van Der Linden, 1997).
In addition to the central deficits associated with ADHD, children and adolescents Hving with 
this disorder are at risk for a variety of emotional and social problems, including academic and 
occupational underachievement, violence, delinquency, increased risk-taking behaviour, 
interpersonal difficulties and family disruption (Kendall 1999). Recent genetic, imaging, 
neurochemical and neuropsychological data support a biological underpinning of the disorder 
(Wilens et al, 2002). The central deficits observed in individuals with ADHD have been 
linked to specific brain areas (the frontal lobe, its connections to the basal ganglia, and their 
relationship to the central aspect of the cerebellum), and the genetic contribution to these traits 
has been found to be among the highest for any psychiatric disorder (Barkley, Cook & Dulcan 
et al, 2002). Environmental associations with ADHD are also reported, and disrupted family 
relationships have a robust association with the disorder (Johnston, 1996). While the extent to 
which environmental factors play a causal role in ADHD is unclear (Krol, Oosterbaan, Weller 
& Konning, 1998) it is generally agreed that these have an important influence on people 
living with the disorder.
There is now an increasing awareness that ADHD is not restricted to a disorder of childhood, 
but is present in adult populations. Prospective investigations suggest that approximately one
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quarter of people with ADHD in childhood continue to meet diagnostic criteria in adulthood, 
and at least two thirds retain at least one disabling symptom at 25 years of age (Young, 2001). 
In a review of the hterature, Young (2000) draws attention to the ongoing risks associated 
with hyperactivity in adulthood, including antisocial and criminal behaviour, educational and 
occupational failure and interpersonal difficulties.
Current treatment of ADHD
Empirical data support the efficacy of stimulant medication in improving the behavioural, 
academic and social functioning of children treated (DuPaul, Barkley & Connor, 1998). 
Stimulant medication is currently the best studied and most commonly used treatment for 
ADHD (Ford, Taylor & Rogers, 2000). The mechanism by which stimulants act to reduce 
hyperactivity is not completely understood, but they reduce knpulsivity and activity levels 
(Santosh & Taylor, 2000). In a randomised multi-modal treatment study of children with 
ADHD (The MTA Cooperative Group, 1999), children were assigned to medication 
management, intensive behavioural treatment, the two combined or standard community care. 
Results showed that for most ADHD symptoms, children in the combined treatment and 
medication management groups showed significantly greater improvement than those given 
intensive behavioural treatment or community care alone.
While research to date has indicated the superiority of drug treatment for ADHD, many 
authors argue that due to the wide range of psychological problems people experience in 
addition to their ADHD symptoms, treatment should be comprehensive, and include a range 
of psychosocial interventions in addition to stimulant medication (e.g. Hetchman, 1996; 
Young, 2000). Other treatments for ADHD include parent training packages, which have been 
shown to lead to a reduction m conduct problems (Johnston & Mash 2001) and ADHD 
symptoms (Smith & Bennett, 2002). As part of a comprehensive treatment programme, 
cognitive-behavioural interventions are increasingly being applied to individuals with a 
diagnosis of ADHD during childhood (Costigan 2001), adolescence (Brown, 2000) and 
adulthood (Young, 1999). In adult populations, such treatment packages are targeted at adult 
adjustment and quahty of life (Young, 1999).
Family relationships and ADHD
This study sets out to explore the experiences and perceptions of family relationships among 
adolescents with ADHD. Much of the research on relationships in famihes of children with 
ADHD to date has focused on observations of behaviour exhibited by children and parents 
during interactions (usually mother-son interactions) in controlled settings. In an early study.
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Battle and Lacey (1972) observed the interactions of hyperactive children with their mothers. 
From their observations they described mothers of hyperactive boys as critical, disapproving, 
unaffectionate and severe in their punishment. The mother-child relationships were described 
as being characterised by a general lack of protectiveness, and by the mothers’ avoidance of 
their sons.
In a controlled study, Cunningham and Barkley (1979) compared the interactions of 
hyperactive and control boys and their mothers during free-play and task settings. Observers 
recorded the responses of mothers and children to specific identified behaviours. Hyperactive 
boys were described as more active, less compliant and less likely to remain on-task than 
controls. Mothers of hyperactive boys were observed to provide fewer positive responses to 
the child’s interactions, and to spend significantly more time attempting to control, direct or 
restructure their children’s activities during both free-play and structured tasks than did the 
mothers in the control dyads.
In another study, Talhnadge and Barkley (1983) compared mother-child, and father-child 
interactions of hyperactive and control boys during free-play and task periods. Children were 
observed interacting separately with their mothers and their fathers. Substantial differences 
were found between the parent-child interactions of hyperactive and control children, 
particularly during the task setting. In particular, hyperactive boys were generally less 
compliant with commands, although their parents were more directive. Few differences were 
noted between fathers’ and mothers’ interactions with their sons.
The effects of age
Research has examined whether the nature of parent-child interactions changes with the age of 
hyperactive children. Mash and Johnston (1982) found that mother-child interactions of 
younger hyperactive children were more negative than those of older children. Subsequently, 
Barkley, Karlsson and Pollard (1985) compared the interactions of hyperactive boys with 
those of control boys at increasing age levels between five and nine years. During the free- 
play setting, boys with ADHD displayed more negative behaviours towards their mothers who 
gave more commands and initiated fewer interactions than control dyads. There were no 
effects for age m this setting. During the task setting, boys with ADHD were less compliant 
and more negative and off-task than controls. Their mothers gave more commands, initiated 
fewer interactions and were more controlling than mothers of children without ADHD. In this 
case, effects of age were noted, suggesting that older boys in both groups were more 
compliant, while their mothers gave fewer commands and were less controlling than in dyads
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with younger children. However, while the interactions of boys with ADHD and their mothers 
improved with age, they continued to differ significantly from those of control children, 
particularly in the task-orientated situations.
A follow-up study of mother-child interactions conducted by Barkley, Fischer, Edelbrock, and 
Smallish (1991) included both observational and self-report measures, which were completed 
by both adolescents and their parents. Observational data showed the hyperactive dyads 
displaying more negative and controlling behaviours towards each other than controls, with 
greater parent-child conflict in childhood being predictive of greater conflict in adolescence. 
At follow-up, Barkley et al (1991) found that the hyperactive adolescents continued to be 
rated by their mothers as having more numerous and intense family conflicts than controls. 
Interestingly, the adolescents’ own ratings of family conflicts did not differ fiom those of 
controls. The results of this study, which incorporated the views of adolescents, indicated a 
difference in the way adolescents and their mothers perceive conflict in family relationships.
Conduct problems
Barkley et al (1991) conducted further analysis on their sample at adolescent follow-up based 
on the presence or absence of oppositional defiant disorder (ODD), a disorder characterised by 
negativistic, hostile and defiant behaviour (DSM-FV; American Psychiatric Association, 
1994). Results indicated that the presence of ODD in combination with ADHD greatly 
increased parent-child conflict. In a subsequent study, Johnston (1996) examined parent-child 
interactions in families of unaffected children compared with children with ADHD who 
displayed either high or low levels of oppositional defiant behaviour. While more problems 
were reported in families of children with ADHD and high levels of oppositional defiant 
behaviour, the results suggested that children with ADHD showing only low levels of 
oppositional defiant behaviour also differed significantly firom controls. In particular, reports 
indicated that parents in both ADHD groups used more negative-reactive and fewer positive 
parenting strategies than parents of control children. Johnston and Mash, (2001) suggested 
that the results of such research may indicate a continuum of disturbance, ranging fiom most 
parent-child conflict in the presence of child conduct problems, but with ADHD alone also 
being associated with elevations in parent child difficulties.
Sibling relationships
Sibling interactions in families with a child with ADHD have also been researched. Mash and 
Johnston (1983) found that relative to unaffected siblings, hyperactive sibling dyads showed 
significantly higher levels of conflict. Siblings of hyperactive children were observed to
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exhibit as much negative behaviour as the hyperactive children during these interactions. The 
authors argued that the findings are strongly suggestive of marked disturbance in sibling 
relationships in families with a child with ADHD. However, it was not clear whether the high 
rate of negative behaviour shown by siblings was specific to interactions with their 
hyperactive sibling.
The effects of stimulant medication
Some studies have demonstrated positive effects of stimulant medication on family 
interactions in hyperactive children. Schachar, Taylor, Wieselberg, Thorley and Rutter (1987) 
assessed the effects of stimulant medication on family function and relationships in boys aged 
6-10 years. Significant short-term improvements were observed among families of children 
who responded to the medication. These improvements included decreased maternal criticism, 
greater frequency of maternal contact and fewer negative encounters with siblings. The 
authors concluded that stimulant medication, which reduces high levels of activity, leads to a 
qualitative change in the child with ADHD towards more socially acceptable behaviour. 
Barkley (1989) found that the administration of stimulant medication resulted in a significant 
increase in the duration of sustained compliance in hyperactive children. In response, mothers 
decreased their rates of commands and shifted to less directive management styles.
These studies suggest that stimulant medication is associated with more positive interactions 
in families in the short term. However, from these laboratory studies it is unclear whether 
changes in parent-child interactions would appear in naturahstic settings, or whether these 
changes would be maintained over longer periods. In a review, Hetchman (1996) concluded 
that while stimulant medication has been shown to improve the quality of the family 
interactions of hyperactive children, even on medication they are more negative than those of 
control children.
The effects of parent training programmes
There is also evidence that training parents in parenting strategies can lead to improvements in 
parent-child interactions. Improvements include a reduction in commands and increased 
positive behaviours and reinforcement on the part of parents, with improved compliance from 
children with ADHD (Danfbrth, Barkley & Stokes, 1991). From the research conducted to 
date it is not clear whether the positive effects observed in families who receive treatment 
extend beyond the short-term.
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Other family factors
Family relationships are not the only family characteristics that have been subject to extensive 
research in association with ADHD. A number of other family variables have been explored 
including marital functioning, parental cognitions, parenting stress and parental 
psychopathology (see Johnston & Mash, 2001 for a review) and parental coping and 
discipline methods (Keown & Woodward, 2002; Woodwaid, Taylor & Dowdney, 1998). 
Evidence suggests the presence of ADHD in children is associated with disturbances in these 
variables to varying degrees, particularly when ADHD is comorbid with conduct problems 
(Johnston & Mash, 2001). Recently, poor parental coping and aggressive or lax disciplinary 
parenting strategies have been associated with hyperactivity after adjusting for the effects of 
conduct problems and other confounding variables (Keown & Woodward, 2002; Woodward, 
et al 1998).
Long-term outcome
In his report of a long-term follow-up of families of hyperactive children, Hetchman (1996) 
concluded that families of young adults experienced ongoing difficulties in areas of mental 
health of family members, marital relationships and the emotional climate of the home. While 
improvements in family functioning were observed over time, the functioning in families with 
a young adult with ADHD continued to differ fiom that of matched controls. Furthermore, 
Young (2001) has highlighted that problems in family relationships are frequently reported in 
adult clinical settings, including conflict in relationships with close family members, and 
higher levels of divorce or separation.
Summary and theoretical perspective
In general, from the observational studies on parent-child interactions, mothers of a child with 
ADHD are described as more negative, controlling and directive, and less interactive when 
compared to controls. Children with ADHD are described as more negative, less complaint 
and more off-task during interactions than controls. These difficulties have been observed 
across a wide age range but are more marked for young boys interacting with their mothers. 
High levels of conflict have been observed in sibling interactions. Inconsistencies exist across 
studies into the impact of the presence of oppositional defiant disorder. Nonetheless, ADHD 
with only low levels of conduct problems has been associated with greater parent child 
difficulties than control children. Positive effects of stimulant medication and parenting 
programmes have been demonstrated only in the short term and their long term impact 
remains unclear.
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Multiple causal pathways to ADHD have been proposed, with genes and enviionmental 
factors interacting to produce the behavioural profile seen in individuals with the disorder 
(Johnston & Mash, 2001). Most experts agree that children with ADHD are bom with a strong 
biological predisposition to the disorder (Barkley, Cook & Dulcan et al, 2002). Family 
environment is also thought to play a role in the development of the disorder and/or associated 
problems (Johnston & Mash, 2001). It is frequently hypothesised that the stressful and 
demanding characteristics of the child with ADHD are likely to evoke negative interactions 
from family members and influence the quality of family relationships. In this commonly 
accepted model, difficulties in famihes with ADHD are seen as originally driven by the 
characteristics of the child with the disorder (Johnston & Mash, 2001). Studies of the positive 
effects of stimulant medication on interactions have been argued to demonstrate the effects of 
the child on negative parent child-interactions, that is that negative parent behaviours are 
evoked by the behaviour of hyperactive children (Danfbrth et at, 1991). However, even in a 
pathway where family difficulties are seen as arising as a consequence of the ADHD, family 
factors may serve to amplify or maintain symptoms of the disorder over time (Carlson, 
Jacobvitz & Sroufe, 1995). The positive effects of parent training programmes have been 
taken as evidence for the impact of parent behaviour on difficult parent-child interactions 
(Johnston & Mash, 2001). Cunningham and Barkley (1979) have proposed that the controlling 
behaviour observed among mothers of hyperactive boys in their study may have initially been 
a response to the child’s impulsive and overactive style, but may have however further 
contributed to the child’s behavioural difficulties.
Johnston and Mash (2001) have argued that the research findings to date have not 
demonstrated that the original cause of parent-chüd interaction problems comes from the child 
or the parent. They have proposed that further research is necessary to explore the way in 
which genetic and parent-child characteristics interact over time to produce or alter the 
development of relationship difficulties, and also the development of the disorder.
With regards to the development of ADHD, one possible pathway to the disorder 
hypothesised by Johnston & Mash (2001) is that positive family environmental factors may 
serve a protective function by facilitating the development of self-regulation. They suggested 
that this could attenuate ADHD symptoms in children with a biological predisposition to the 
disorder. As yet, the extent to which, and indeed the mechanisms by which family 
relationships serve as risk or protective factors in pathways to ADHD is not clear (Johnston & 
Mash, 2001).
149
Research design
The research conducted on family relationships and ADHD to date has taken place in 
controlled settings where specific behaviours and responses of children and family members 
including commands, compliance with commands, initiated interactions and attempts to direct 
or control behaviour are recorded by researchers. While some studies have included 
standardised self-report measures, an insiders’ account of the experience of ADHD and family 
life, in particular fiom the perspective of the child with ADHD is not present in the existing 
literature. Only one study has included an adolescent self-report measure (Barkley et al, 
1991), and this indicated a difference in the way in which adolescents and their mothers 
perceived conflict in family relationships. Tlie lack of the perspective of family members is 
apparent in the existing Hterature, and Johnston and Mash (2001) have argued that, despite 
extensive research in this area, the extent to which family members actually perceive their 
relationships to be difficult therefore remains uncertain.
Qualitative research and ADHD
Qualitative research methods are increasingly being applied to the exploration of 
psychological phenomena not previously extensively researched (Turpin, Barley, Beail et al, 
1997). In the last decade, there has been a dramatic increase in the use of such methods in 
clinical research (Elliot, Fischer & Rennie, 1999). The strength of a qualitative approach lies 
in its ability to explore subjective human experience in a way that cannot be achieved using 
quantitative methods. Nicholson (1995) maintains that gaining an in-depth and systematic 
account of an individual’s experience and the meaning of their world is ‘pivotal’ to mental 
health practice. Qualitative methods can provide rich, meaningful and useful sources of data 
with which to increase our understanding of clinical phenomena (Turpin et al, 1997).
Researchers have recently argued that, given the long-term adjustment problems that are 
reported to be experienced by individuals with a diagnosis of ADHD, it is important to gain 
information regarding the experiences of individuals with this disorder rather than to rely 
solely on other informants (e.g. Krueger and Kendall, 2001). Accordingly, researchers have 
begun to explore the experiences of children and adolescents with ADHD using qualitative 
methods. A number of themes have emerged fiom this research.
One of the first studies of the experiences of adolescents with ADHD was conducted by 
Cooper (1996) who explored adolescent boys’ accounts of the experience of being categorised 
as having emotional and behavioural difficulties, often in the form of ADHD. In addition to 
describing the negative consequences associated with receiving such a label, many
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adolescents described having negative family relationships characterised by tension and 
discord, although their experiences of these relationships were not explored in detail.
In another qualitative study. Cooper and Shea (1998) conducted an exploration of the 
experience and understanding of ADHD in children aged 11-16. Participants described their 
ADHD as a physical and social reahty, which appeared to be central to their sense of self. 
Stimulant medication was experienced as being used as a ‘control mechanism’, and the 
children reported that it was largely other people (such as parents) who benefited from them 
taking stimulant medication, because it made the them ‘nicer’, or more ‘socially acceptable’ 
individuals.
More recently Krueger and Kendall (2001) have conducted a qualitative exploration of sense 
of self in adolescents with ADHD, finding that the adolescents described their sense of self in 
a negative and antagonistic way. Participants did not separate their definition of self from the 
disorder. In addition, a lack of connection and reciprocity with others was reported to be 
experienced by participants in this study.
Qualitative accounts of how siblings of children with ADHD experience their brothers and the 
disorder have also been described. Kendal (1999) found that siblings of boys with ADHD 
described family hfe as chaotic and confhctual. They reported feeling victimised by their 
ADHD siblings through acts of physical and verbal aggression which they felt were 
overlooked by the family. They beheved that their parents should do more to make their 
siblings behave, and reported experiencing anger and resentment about the lack of appropriate 
parental responses. These findings are particularly interesting given that observational studies 
have shown parents to be more controlling and directive towards children with ADHD than 
controls. This represents a valuable insight into siblings’ experiences of family hfe and 
suggests that the experience of family members may differ from that which would be 
predicted from the findings of quantitative research.
Aims of the present study
Recent quahtative research has started to provide a valuable insight into the experiences of 
adolescents with ADHD and their siblings. Adolescents living with this disorder have 
described tension and discord in relationships, a lack of connection with others, and that they 
perceive medication as something which makes them more ‘socially acceptable’. However, a 
systematic study of how adolescents with ADHD perceive and experience family life has not 
yet been conducted. Little is known about the experience of family relationships from the
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perspective of the adolescent with ADHD. The existing research base on family relationships 
has used mainly quantitative methods, using informants other than the adolescents themselves. 
Given that, on the basis of these findings, adolescents with this disorder are reported to have 
disrupted family relationships, this represents a limitation in the literature which this study 
aims to address. The extent and mechanisms by which family relationships can serve as risk 
or protective factors in the development of ADHD and associated problems is not well 
understood. Developing an insight into the family experience of adolescents living with 
ADHD could begin to provide suggestions as to how family relationships impact on 
individuals living with the disorder.
The present study aims to represent the child with ADHD regarding their experiences of 
family relationships. Because the focus of this study is on the perspectives and meanings of 
participants, a qualitative design was used. Two research questions were asked:
1) How do adolescent boys with ADHD perceive the nature of their relationships with 
family members?
2) What are adolescent boys’ perceptions of the effects of their ADHD diagnosis and 
stimulant medication on their family relationships?
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METHOD
Ethics:
A research project proposal was submitted to an NHS Trust Local Research Ethics Committee 
and approved on 26*^  November 2002 (see appendix 1). The proposal was subsequently 
submitted to the Advisory Committee on Ethics at Surrey University and approved on 14* 
January 2003 (see appendix 2).
Participants:
Participants were boys aged 11-16, with a formal diagnosis of ADHD (and no other formal 
comorbid diagnoses), who had been taking prescribed stimulant medication (methylphenidate) 
for ADHD for at least one year. All participants were receiving treatment for their ADHD at a 
Child and Adolescent Mental Health Service in the South East of England. Each Consultant 
Psychiatrist within the service was asked to identify clients on their caseload who fulfilled 
inclusion criteria. A list of twenty-three potential participants was generated, who were then 
contacted via their parents/guardians. A letter was sent (appendix 3) with two information 
sheets: one for parents (appendix 4) and one for the participants (appendix 5), which 
contained details about what the project involved. This included a statement about 
confidentiality, and explained how the research findings would be used. The package also 
contained a parent consent form (appendix 6). Parents were asked to contact the department 
within a two-week period if they did not wish their child to take part in the research project.
Six of the twenty-three participants contacted the department within the two-week period to 
express their willingness to take part, and three contacted the department to state that they did 
not wish to take part. Parents of the participants who volunteered to take part were contacted 
by the researcher by telephone to ensure they were in agreement with being involved in the 
study. They were provided with the opportunity to ask any questions they had about the 
research, and informed that they did not have to participate in the study. If they were still in 
agreement, a date and time was arranged for the interview.
The remaining fourteen potential participants who had not contacted the department withjn the 
two-week period to indicate that they did not wish to take part were also contacted by 
telephone. The researcher asked them whether they had received the information pack, and 
whether they had any questions about the research. They were asked if they would like to take 
part, and informed that their participation would be voluntary and that they would be free to 
withdraw at any time. Of the fourteen families contacted, eight agreed to take part, and a date 
and time was arranged for the interview. Thus, a total number of fourteen participants agreed
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to participate in the study. Two of these subsequently decided that they did not wish to 
participate.
Demographic Characteristics of Participants
Twelve adolescent boys aged between 11 and 16 (mean age 12.8) were intemewed. All 
participants were white and British in their ethnic origin. Three participants were only 
children, and the remaining nine participants had between one and five siblings. Five 
participants’ parents were divorced, and three were living with a stepfather. One participant 
lived alone with his maternal grandmother. The mean length of time on stimulant medication 
was 4 years (1.9-6.7 years). Demographic information for the twelve participants is presented 
in Table 1. Please note that participants’ names have been changed to preserve anonymity.
Name . Age Ethnic
ongin
Number of 
Brothers 
(Age)
Number of 
Sisters 
(Age)
Living with Length of time on 
medication 
(Years)
‘David’ 12 White
British
0 2
(9 & 4*)
Mother
Stepfather
Sister
Half-sister
4.9
‘Richard’ 13 White
British
2
(18& 10)
1
(16)
Mother
Father
Brothers
Sister
1.9
‘Brian’ 15 White
British
0 0 Mother
Father
2.2
‘Mike’ 16 White
British
0 1
(14)
Mother
Father
Sister
5.3
‘Toby’ 11 White
British
1
(14)
0 Mother
Father
Brother
5.4
‘Craig’ 14 White
British
1
(11)
0 Mother
Father
Brother
6.7
‘Daniel’ 13 White
British
0 0 Mother
Step-Father
4.3
‘Mark’ 13 White
British
2
(16& 11)
0 Mother
Father
Brothers
4.7
‘Alex’ 16 White
British
5
(15,10*,?*, 
2*& 1*)
0 Mother
Step-father
Brother
Half-brothers
3 ■
‘George’ 15 White
British
0 1
(17)
Mother
Father
Sister
2.1
‘Jake’ 15 White
British
1
(12)
0 Maternal grandmother 
(Mother and brother 
live separately)
4.8
‘Tim’ 12 White
British
0 0 Mother 3.8
Note; * Denotes step/ half siblings; bold type denotes a sibling pair
Table 1: Demographic information
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Data collection:
Construction o f the Interview Schedule
Semi-structured face-to-face interviews were conducted with participants. This method of data 
collection was selected because it enables the participant to express their own account of the 
topic under consideration without being too constrained or led by the researcher. The semi­
structured interview was developed following guidelines outlined by Smith (1995), and 
utilised strategies for eliciting family relational data recommended by Bell, Paul, and Tribble 
et al, (2000). The researcher initially reviewed the existing research literature on ADHD in 
adolescence in order identify areas of relevant interest and those which had not yet been 
explored. The researcher also consulted her research supervisors, one of which was an 
experienced practitioner in the field and the other who had expertise on the development of 
semi-structured interviews. Potential themes for the interview were discussed, elaborated and 
translated into questions, which were placed into a logical order. The interview involved 
completing a genogram (family tree) in order to establish who was in the family prior to 
asking participants questions relating to two areas of interest: (i) how they perceived the 
nature of their relationships with family members; and (ii) their perceptions of the effects of 
their ADHD diagnosis and stimulant medication on their family relationships (see appendix 7 
for a copy of the interview schedule).
The first section of the interview, which focused on perceptions of the nature of family 
relationships, involved asking the child to talk about an important or memorable experience 
with each family member: Can you tell me about an important experience that involved you
and ? Tell me about something that stands out in your mind. This technique is
recommended by Bell et al (2000) in order to allow research participants to select the 
situations which stand out or are important to them. A series of prompts were incorporated 
into the schedule to follow up this question including: “Can you tell me a bit more about 
that? ”, “Just tell me about something that you can think of, that you did, or remember 
happening when you were together, something that is important or significant to you ”, and
“Is that typical o f y  our experiences with_____. ” Questions were then asked about the general
nature of the relationship such as “Overall, how would you say that you get on with ? ”.
Participants were asked about the positive and negative aspects of their relationships with
family members using questions such as “When do you get on with best? /worst? Can
you give me an example?”, and “What are the good/ bad things about your relationship with 
 ? ”. This section also included questions such as “Imagine yourself being friendly and
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helpful with . How do you think would react? ”, and “Imagine yourself being angry
and argumentative with . How do you think  would react? ” in order to gain
information about expected responses of others.
The second area focused on perceptions of the effects of participants’ diagnosis of ADHD on 
their relationships. Participants were first asked to describe what the term ADHD meant to 
them, how they felt about their diagnosis, and about taking stimulant medication. They were 
then asked questions such as “Do you think that having ADHD makes a difference to how you 
get on with people in the family?”, “I f  so, how does it effect your relationships?”, “Which 
relationship does it effect the most? ”. They were asked the same set of questions regarding 
perceptions of the effects of taking stimulant medication on their family relationships.
In order to allow adolescents to express their own views rather than imposing her own, the 
researcher was mindful of following up accounts described by participants with neutral 
probing questions, for example “canyou tell me some more about that?” or “canyon tell me 
what that means to you? ”. Frequent clarifying questions were also asked by the researcher in 
order to check that she had understood participants’ responses. In conducting the interviews, 
the researcher was mindful of the inherent imbalance in power when working with children, 
and hence the tendency for children and adolescents to view an interviewer as an authority 
figure, and respond accordingly (Morgan, Gibbs, Maxwell, & Britten, 2002). She therefore 
aimed to achieve a sense of equality by emphasising that there were no correct responses to 
her questions, but that she was simply interested in hearing participants’ views.
Three pilot interviews were undertaken to assess the phrasing and suitability of the questions. 
The researcher continued to consult with her supervisors throughout the piloting phase, and 
minor changes were made to the interview schedule accordingly. Following the third pilot 
interview, a final version of the interview was drafted for the subsequent interviews (appendix
7).
Interview Procedure
A brief preparation meeting took place with the child and his parent(s) at the Child and 
Adolescent Mental Health Service. The researcher asked the participant and his parent(s) if 
they had read and understood the information sheets, and whether they had any questions. 
Participants were reminded of the purpose of the study, and that the interview would be taped. 
They were informed that they were free to withdraw at any stage during the interview. Each
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parent was asked to complete the parental consent form. In addition, once each participant had 
been briefed, they were asked to sign a participant consent form (appendix 8).
All of the interviews took place with the adolescents alone at the Child and Adolescent Mental 
Health Service. Each interview lasted for between one and one and a half hours, and was 
audio taped for transcription. A sample interview transcript can be found in appendix 9. 
Throughout all the interviews it was necessary for the researcher to be mindful of child 
protection issues, and to be prepared to step out of her role as a researcher should participants 
report anything that made her concerned about their safety.
Rating of mood
A mood rating scale was administered at the beginning and the end of each research interview 
to allow the researcher to identify and manage any negative feelings that emerged during the 
interview process. The majority of participants (n= 6) reported an increase in their mood at the 
end of the interview (mean increase of 2.3 on a ten point scale). The main reason given for an 
increase in mood was that it was “good” or “helpful” to talk to someone. Four participants 
reported no change in mood at the end of the interview. The remaining two participants 
reported a lowering of mood; one reported that he had a headache, and the other said that he 
had found discussing family issues difficult. A debrief was also offered to the child and his 
family at the end of each interview, to discuss any issues raised by the interview process. 
None of the participants took up the offer of a debrief with the family. After the interview, if 
participants were still willing for their material to be used in the study, they were asked to sign 
a second consent form (appendix 10).
Data analysis:
The transcript data was analysed according to the principles of Interpretative 
Phenomenological Analysis (IP A) (Smith, 1996). The aim of IP A is to explore the 
participant’s view of the world and to adopt, as far as possible, an ‘insider’s’ perspective of 
the topic under investigation (Smith, Jarman & Osborn, 1999). The approach is 
phenomenological in that it attends to the individual’s personal perception or account, as 
opposed to being an attempt to produce an objective statement of the object or event (Smith et 
al, 1999). Smith (1996) proposed that this approach can be used to enrich the literature of an 
area previously studied using quantitative methodology.
IP A aims to capture the quality and texture of the individuals’ experience, while recognising 
that such experience is never directly accessible to the researcher (Willig, 2001). It is
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acknowledged that the exploration of people’s accounts wiU involve the researcher’s own 
view of the world, as well as the nature of the interaction between researcher and participant 
(Willing, 2001). Analysis is therefore a subjective activity, which uses the researcher’s frame 
of reference to arrive at interpretations and conclusions (Goldsworthy & Coyle, 1999).
Stage 1
Good qualitative research should be open about its process of analysis by outlining the 
procedure systematically (Goldsworthy & Coyle, 1999). IP A involves the analysis of the texts 
generated by participants one-by-one (Willig, 2001). As an idiographic approach, intensive 
and detailed engagement with individual cases takes place before integrating cases in the later 
stages of the research. The initial stage of analysis therefore involved the reading and re­
reading of each transcript, which resulted in notes being made on the transcripts, including 
summary statements, associations, questions, and descriptive labels (Wühg, 2001).
Stage 2
Following the initial stage of analysis, one of the transcripts was read by four other 
researchers familiar with IP A. A further two of the transcripts were read by the researcher’s 
supervisors. Discussions with these researchers took place about the initial analysis, and 
possible thematic categories, the results of which were incorporated into the second stage of 
the analysis. This stage involved identifying and labelling themes which characterised each 
section of the text. These themes were given titles which aimed to capture something about 
the essential quality of what was represented in the data (Willig, 2001).
Stage 3
The researcher then began to integrate themes from different transcripts to captuie the quality 
of participants’ shared experiences of family relationships. Differences between transcripts 
were also noted. The third stage involved hsting the themes identified in stage two, and 
establishing how they related to one another in order to provide structure to the data. 
Throughout this process, the researcher continually returned to the texts to ensure that the 
clustering of themes made sense in relation to the original data.
Stage 4
Qualitative researchers should provide examples of the data to illustrate both the analytic 
procedures used in the study, and the understanding developed in the hght of them (Elliot et 
al, 1999). The fourth stage of the analysis involved the selection of a final set of themes, and
158
direct quotations from the text to illustrate each theme. At this stage, themes that were not 
related to the topic under investigation were excluded.
Quality issues in qualitative research
Quahtative research has encountered a number of challenges in relation to issues of reliability, 
validity, objectivity, interviewer bias and generalisation (Osborn & Smith, 1998). This may 
have arisen from the use of criteria to evaluate the rigour of quantitative methods, which has 
been generalised by some to the evaluation of quahtative methods (Elliot, Fischer, & Rennie, 
1999). However, quahtative enquiry has very different epistemological roots to that of 
quantitative research which is grounded in a positivist approach with the aim of seeking 
objective knowledge (Elliot et al, 1999). A hst of guidelines have been pubhshed which 
outline good standards of practice for conducting and evaluating quahtative research (Elliot et 
al, 1999). These are outhned below, and information is provided with respect to how the 
researcher has attempted to address them.
1. Owning one^sperspective:
Due to the subjective nature of the interpretative analysis, the researcher should specify their 
values and assumptions, and the role that these play in their understanding of the phenomena 
under study. The researcher in this study was a white British female trainee clinical 
psychologist. During her training, of which she was in her final year, the researcher had 
worked within a variety of therapeutic models, and had developed a keen interest in systemic 
and narrative models of therapy. Her interest in ADHD stemmed from her contact with this 
client group during her child placement in her second year of training. In conducting the 
interviews, the researcher found it necessary to step out of her role as a clinician. Thus, rather 
than aiming to ehcit a ‘nonproblem- saturated account’ from participants as she would in a 
clinical interview (White & Epston, 1990), the researcher was particularly mindful of asking 
neutral, non-leading questions.
2. Situating the sample:
Basic demographic data for participants is provided to allow the reader to judge the range of 
persons and situations to which the findings might be relevant.
3. Grounding in examples
Transcript extracts are provided in the analysis section to demonstrate the analytic procedure.
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4. Providing credibility checks
Following the initial stage of analysis, one of the transcripts was read by four other 
researchers who had received training in quahtative research and IP A, all of who were 
conducting post-graduate research using this methodology. A further two of the transcripts 
were read by a research psychologist with expertise in IP A, and a clinical psychologist with 
expertise on ADHD. Discussions with these individuals took place about the initial analysis, 
and possible the thematic categories which emerged. When the list of master themes had been 
developed, this was examined with the same clinical psychologist and research psychologist, 
and was subsequently modified to ensure that the final list of themes were representative of 
the data.
5. Coherence
Every attempt has been made by the researcher to present themes in a meaningful, structured 
manner. Themes are organised into super-ordinate and subordinate themes in order to enhance 
coherence.
6. Accomplishing general versus specific research tasks
The research was based on the experiences of twelve adolescent boys with a diagnosis of 
ADHD who had been taking stimulant medication for at least one year. The researcher 
acknowledged that the results might not necessarily generalise to, or be representative of other 
populations.
7. Resonating with readers
The researcher attempted to present the research in a way that would be meaningful to readers 
and enable them to gain more insight into the experiences of the sample studied. To this end, 
she found feedback fi-om her supervisors on early drafts of this report to be valuable, and 
subsequent versions were modified accordingly.
hi the analysis section that follows, analyses are accompanied by direct quotations fiom the 
text. This represents a further attempt to increase transparency, and render the analysis open to 
evaluation by readers (Goldsworthy & Coyle, 1999). In these quotations, empty brackets 
indicate the omission of material, and text in square brackets constitutes added material for the 
purpose of clarification. The names of all participants, as well as the people and places they 
refer to have been changed to preserve anonymity.
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ANALYSIS
Overview of themes:
Four superordinate themes emerged from the analysis; quality of family relationships, locus of 
control, sense of self in relationships, and the hnpact of stimulant medication. Subordinate 
themes relating to the quality of family relationships were; conflict, support, idealised family 
relationships and the importance of activity, which was viewed as facilitating positive 
interactions. The theme of locus of control consisted of subordinate themes of lack of control, 
external triggers for disruptive behaviour, and the external management of disruptive 
behaviour. The theme of sense of self in relationships contained themes of the self as 
annoying and angry, as well as a positive view of the self, particularly in association with 
idealised family relationships. Finally, themes relating to the hnpact of stimulant medication 
on participants’ sense of control and their sense of self emerged. These superordinate and 
subordinate themes are summarised in Table 2 (for information regarding which participants 
endorsed each theme please consult Table 3, appendix 11).
Theme 1: Quality of family relationships
1.1 Conflict
1.2 Support
1.3 Idealised family relationships
1.4. Activity facilitates positive interactions
Theme 2:
-  r ’
L .c „ so fc o „ .r ., ,  . ' ,
2.1 Lack o f  control over behaviour
2.2 External triggers for disruptive behaviour
2.3 External management o f  disruptive behaviour
Theme 3:
3.1 Self as annoying
3.2 Self as angry
3.3 Positive view o f  the self
3.4 Self in idealised relationships
Theme 4:
4.1 Impact on perceived sense o f  control
4.2 Impact o f  sense o f  self
Table 2; Master Table of Themes
Theme 1: Quality of relationships:
L I Conflict
The majority of participants reported that they experienced conflict in then family 
relationships. The highest levels of conflict were reported with the sibling in the family closest
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to them in age. Participants gave a variety of reasons for this conflict. Richard (aged 13) 
described his relationship with his ten-year-old brother as being characterised by frequent 
fighting. He reported that his brother’s attitude towards his ADHD diagnosis was the reason 
behind most of their arguments:
Richard'. Sometimes he takes the Mick out of me because I have to take pills. And 
that gets on my nerves quite a bit () He’U just call me “pilly” or something. It’s quite 
immature but it gets on my nerves. He does it quite a bit.
Toby (aged 11), also believed that his ADHD diagnosis was the reason behind many of his 
arguments with his older brother, who also had a diagnosis of ADHD. It was noteworthy that 
while conflict in this relationship was attributed to the ADHD, so was Toby’s ability to
empathise with his brother. Thus, their shared diagnosis also appeared to contribute to any
closeness he experienced in the relationship: “It’s hard for him as well”.
For some adolescents, the theme of conflict in the sibhng relationship dominated their account 
of family life. Some described how frequent arguments with their siblings created conflict 
with other family members. David described a relationship with his sister characterised by 
“hate”, and a family life where his sister created problems in all his relationships with other 
immediate family members, including his mother and his youngest sibling: “Lian can like turn 
her against me and then she will be horrible to me”. Richard also named his brother as the 
main reason for conflict with his parents:
Interviewer: And when do you get on with him [dad] not so well?
Richard: Probably when I have fights with my little brother
Conflict in the sibling relationship was associated with differing levels of distress and 
disruption to family life. It was clear that for some, conflict was simply to be expected as a 
routine part of hfe. For example, Toby described a fight with his brother which resulted in 
him being injured, and attending Accident and Emergency. When asked about this fight he 
reported:
Toby: I think it was about, well, it was in the morning. And erm I am awake at about 
six o’clock and normally I get back to sleep, and then I get up and I have an argument 
with him about then.
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For others, conflict in sibling relationships had resulted in high levels of distress. Jake 
described how conflict with his younger brother had contributed to them no longer living with 
his mother. He reflected on the conflict with his brother which led to him moving in with his 
grandmother with regret.
Some participants reported that they experienced conflict in their relationships with parents. 
This conflict was usually to a lesser degree than with siblings. However, Alex (aged 16) 
described high levels of conflict in his relationship with his stepfather. He put this down to 
them being having similar personalities:
Alex: Like, just basically like, no one should be around when us two are arguing with 
each other.
Alex talked about the high levels of distress that this conflict created, for himself, his mother 
and his younger siblings. One participant who did not report high levels of conflict in any of 
his family relationships was Brian, (aged 15) an only child. He felt that the lack of conflict in 
his family relationships was a result of a maturity that he had developed over a period of two 
or three years, which he later reflected on as being approximately the same length of time that 
he had been taking stimulant medication:
Brian: I don’t really have any arguments with them at all anymore. So that’s why its 
tens [out of ten]
Overall however, conflict in relationships, usually with siblings, was a common theme among 
adolescent boys with ADHD. Some attributed the reasons behind the conflict to their ADHD 
diagnosis, but siblings were usually blamed for the conflict in the relationship. This is linked 
to the theme of having an external locus of control (theme 2) described later in this section.
1.2 Support
When participants were asked to describe important experiences with family members, 
support emerged as a valuable feature of their relationships. Many described the value of 
receiving guidance and support from their parents, in particular with regards to their sporting 
ventures. In this respect, feeling supported led to positive feelings about the self, and 
enhanced performance:
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Interviewer: And how does it make you feel to know that she’s there for you?
David: Erm, really nice. Cos then I really, like, play well, show her what I can do. Q 
cos when I score a goal, she gets all excited and she jumps up and down and screams. 
So it’s really cool. She’s my biggest fan
Brian reported that he valued the support he received from both his parents, and described 
how his father’s encouragement with football helped him to improve his game. He was keen 
to stress that his mother’s support was also of value, albeit in other areas:
Brian: Err football I suppose. The way he pushes me to, and like, gives like, 
encouragement, and helps me improve my football. Cos dad comes to support me as 
well. And he found a new team for me when I left with the other one, and its helpful, 
but with different things. My mum, like, she does different things she knows about, 
and my dad knows about different things and he helps me with that.
Alex, who described high levels of conflict in his relationship with his stepfather, described 
the support he received from his mother in his football: “when I started playing football she 
was there for every match”. Tim also described the support and interest he received from his 
mother in his sporting ventures as a positive aspect of their relationship:
Interviewer: Are there any other times when you get on well with her?
Tim: When she shows an interest in what I do 
Interviewer: Can you give me some examples?
Tim: When she comes to watch me in rugby and stuff And when she comes to 
support me in competitions.
Toby, who reported high levels of conflict in his relationship with his brother, described his 
relationship with both of his parents positively. Support and guidance were important features 
of his relationship with his parents, both of whom he described as friendly and helpful 
towards him Toby described how he valued his relationship with his mother at an emotional 
level, and how trust was a particularly important aspect of this relationship:
Toby: I can tell her stuff and she can keep things secret and not tell other people. I 
know that I can trust her.
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Craig, Toby’s brother, described the efforts that both his parents would go to in order to 
support him and to make him feel good. He particularly valued his mother’s knowledge about 
his ADHD diagnosis, and the guidance she offered in relation to this:
Craig: She knows a lot about ADHD, all the research and stuff 
Interviewer: And what does that mean to you?
Craig: It means I know what happens, and what the symptoms are, and the help with 
me doing stuff
Craig and Toby’s accounts highlight how, even in the presence of a confhctual sibling 
relationship, parental relationships could be viewed as both positive and supportive. Like 
Craig, who valued help and assistance with logical activities from his father (for example 
playing chess), Jake described the value of support from family members with his 
schoolwork, an area where individuals with ADHD commonly experience difficulties. Jake 
also described how the guidance he received from his grandmother enhanced his abihty to 
achieve:
Jake: She helps me quite a lot, with my schoolwork () Well most of my homework, I 
find it, like, tricky. The meaning of words and things that I don’t really know 0 she 
helps me with meals, with, like, cooking, when I don’t know what I’m doing properly. 
Interviewer: And it does it mean to you that she wants to help you?
Jake: That I can do much more, with the help of Gran
For Craig and Jake, their ADHD diagnosis appeared to impact on the kind of support they 
valued from family members. Others described the importance of support or protection from 
their parents at a more fundamental level. For example, Daniel described the important role 
his parents played in protecting him and fulfilling his basic needs: “she just like feeds me, she 
gives me a house to live under. She protects me”.
Overall, relationships with parents tended to be described using both positive and negative 
attributes, as opposed to being described in an idealised manner or as highly confhctual. 
Participants’ accounts of these relationship appeared to reflect a more balanced view, and 
while many described the value of support and feedback from their parents, they also 
acknowledged conflict and “ups and downs” (Mike) in these relationships. For many, 
feedback, guidance and support were contingent on upon desirable behaviour on their part:
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David: It’s just like when I’m naughty, then she like, she tells me off, but when I’m 
doing good, she does good things, and then she’s hke really nice to me.
Mark () like err I want to do something like make a go-kart, he says like we’U do it if 
like, oh he’ll say like “your behaviour isn’t too much to be desired at the moment, 
unless you start to behave yourself, you won’t be able to do it.”
Parents were therefore described as taking action to discipline the adolescent boys in this 
study as well as offering guidance and support. This is linked to and explored further under 
the theme of external management of disruptive behaviour (Theme 2.3) .
1.3 Idealised relationships
A strong theme that emerged in adolescents’ accounts of family life was that of idealised 
family relationships, usually with extended family members such as grandparents, uncles or 
aunts. These relationships were often described as the best they could possibly be, as “one 
hundred percent” (David referring to his Nan) or “one of a kind” (Tim referring to his Nan). 
George said of his grandmother:
George: She hasn’t got angry with us m our whole hfe 
Interviewer: Wow, ok. How do you feel about your Nan?
George: It feels like she’s the best Nan out there
Interviewer: Do you get on better with her at sometimes than others?
George: No, I just get on with her. There is no better or worse. I just get on with her 
when I am with her
Idealised family members were generally viewed as figures of perfection, who never 
displayed anger or argued. They were commonly described as “friendly” and “kind”. Mike 
described having a “second family” consisting of his maternal uncle, aunt and two cousins. He 
described a close bond with his cousins “we are so close I call them my brothers”, and 
described staying with the family most weekends. He found it difficult to sum up the words to 
capture his feelings about his uncle:
Mike: I love it, I just love being there. I dunno. I worship him ()Yeah, he’s brilliant 
Interviewer: What is it about him that’s..
Mike: I dunno it’s just everything. I dunno, its hard to explain, he’s just wicked
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Tim was clear about the reason that he got on so well with his grandmother. He described her 
ability to move quickly as a quality that he particularly admired:
Tim: I love going shopping with my Nan. Cos, like, not cos she gets me anything, but 
she doesn’t like hang around. Q And she doesn’t back down. Like, she moves quickly. 
Like, she doesn’t go up to the guy and say like, “have you got this in stock, have you 
got that, have you got this?”.
Like Tim, his grandmother was quick, and therefore did not slow him down during their 
shopping ventures.
It appeared that all participants had some sort of ideal relationship. Daniel, an only child, 
described most of his family relationships with a lack of emotion words. This contrasted with 
his description of his relationship with his dog; “I love my dog”. Not only did he use a strong 
emotional vocabulary to describe this relationship, he described his dog as his ultimate 
companion: “I get on with my dog the best, and I feel really sad in case he died”.
Idealised relationships may have served a protective function in situations where high levels 
of conflict were reported in the family. For example, Alex, who described high levels of 
conflict in his relationship with his stepfather described having a very close and rewarding 
relationship with his grandfather. This provided him an alternative model of relationships vrith 
a male figure, which he experienced as satisfying. From participants’ accounts, it appeared 
that these relationships provided them with the space to reflect on themselves separately from 
their ADHD diagnosis. Quite strikingly, most participants tended not to refer to their 
diagnosis or related difficulties in describing their relationships with these extended family 
members. Hence, ideal family members appeared to provide participants with an alternative 
view of or account of the self, which is linked to and explored further under the theme of self 
in idealised relationships (Theme 3.4).
1.4. Activity facilitates positive interactions
A highly robust theme described by all participants was that of the importance of activity in 
their interactions with family members. When asked to describe their “best” interactions with 
famüy members, participants stated the importance of engaging in shared activities or ‘doing 
things’ with them, even in relationships which were otherwise characterised by conflict. For 
many participants, physical activities were of particular importance in facilitating optimal 
interactions:
167
Interviewer: When do you get on with her best?
Jake: Err, when I help her in the garden and stuff that I help her with. I like not being 
at school, I like working with other people and doing things. But I don’t like working 
there [at school]. () there was a lot of heavy stuff that I helped with 
Interviewer: And how do you feel when you are helping your mum?
Jake: Feel quite glad () It gives me something to do instead of sitting down watching 
TV. I like rdoing things with people
Jake’s account of shared activities with his relatives highhghted the importance of the 
physical nature of the shared activity. It appeared that the more energy required the better. 
Channellmg the high levels of activity associated with ADHD into a shared activity facilitated 
positive interactions with family members for many participants. For Jake, this clearly 
facilitated a sense that he was being helpful to others. Daniel described how shopping with 
his stepfather in particular was a fun and desirable activity which involved expending a lot of 
energy:
Daniel: And then if my dad wants to get a case of beer from the other side of the shop 
we’ll just go straight for the beer. And then we end up going from end of the shop and 
back again, and we end up ready worn out at the end.
For other participants, sharing an interest appeared to be an important feature of the joint 
activity, as described by Craig, who enjoyed playing chess with his father, and Mark who 
enjoyed working on mechanical projects with his father:
Interviewer: And when do you get on with your dad the absolute best?
Mark: When we are doing something, hke when we are doing our httle projects
Toby, who shared his diagnosis of ADHD with his brother, reported that their relationship 
was better when they did things together. He commented on how shared activities could lead 
to a feeling of normality in their relationship, and provide an alternative story to their 
tendency to annoy or fight with one another:
Interviewer: And what makes you ask him to play with you?
Toby: Well that err I don’t want to fight, like, but want to be with my brother, and be 
and be normal and not, like, fighting.
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Given that activities were associated with positive interactions by all participants, it was 
perhaps unsurprising that some participants described how boredom could create conflict in 
family relationships. This was a particularly strong theme throughout Mark’s account of his 
relationships. He described how his own boredom could create conflict in his family 
relationships, even with his cousin, who he otherwise got on well with:
Interviewer: When do you have your Httle arguments then?
Mark: Well, like when we’re bored and we’ve got nothing to do. One of us will come 
up with a suggestion and the other will go oh that’s a crap idea, and then it wiU be oh, 
well it’s only a suggestion, and then, well its crap, like that 
Interviewer: Does it happen a lot?
MarkYtJk
Interviewer: And who usually gets bored you or him?
Mark: Me (laughs)
Mark clearly referred to problems associated with not finding a suitable activity to engage in. 
For Jake, the inattentive features of his ADHD diagnosis appeared to contribute to his 
boredom and conflict in his family relationships. He described how he could change channels 
on the television when bored, which created arguments with his brother and his grandmother. 
In contrast, inattentiveness was no longer perceived as a problem for Brian, who described 
how he had become more able to concentrate, for example on a book. This had positively 
impacted on his relationship with his mother, who he no longer “tormented” on the beach:
Brian: I spose I’ve just matured a bit more. I’m into books. When I go away on 
holiday, Hke I always used to want to go in the water and stuff with my mum. I’m 
more able to relax now, instead of always going in water aU the time, Hke when I was 
Httle
Overall, activity was an important theme throughout aU of the interview transcripts. Engaging 
in physical activity may have provided participants with an outlet for channelling their 
overactive symptoms. For some, in particular those who viewed themselves as annoying or 
angry as a result of their ADHD (Themes 3.1 and 3.2), this provided an alternative way of 
behaving with (or around) others. Participants described their enjoyment of sporting activities, 
the pleasure and positive sense of self they gained from being supported in these, and how 
much better or “normal” their relationships felt when actives were involved. Even in
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relationships which were characterised by high levels of conflict, a different story emerged 
around shared activities as described by Jake:
Jake: When we are, like, playing football, and he stands in goal, and I play the shots 
and he can save them, he’s quite good. When we are really enjoying ourselves
Theme 2: Locus of control
2.1 Lack o f control over behaviour
A  core feature of ADHD, that of poor impulse control, appeared to a have a clear impact on 
participants’ experiences of family relationships. Many participants made statements that 
suggested that they may experience a lack of control over their behaviour at times. Daniel, an 
only child, described his lack of control over his behaviour in some detail: “I go haywire Q I 
just go mental, plus when I try to be calm that’s really hard to do”. He reported that his out of 
control behaviour could lead to conflict in his relationship with his stepfather. He described 
occasions when he felt powerless in controlling his behaviour, even when he made efforts to 
do so. In referring to how his behaviour could annoy his stepfather he commented: “I try not 
to do it, but sometimes, its just like, its like it just has to happen”. Daniel, like most 
participants, attributed his lack of control over behaviour to his diagnosis of ADHD.
Alex indicated that he may experience a lack of control over angry or aggressive behaviour: “I 
just like flare up and I just go”. For Alex, this seemed to extend to a lack of awareness of his 
actions:
Alex: 0  he took his hands away from his nose and it was bleeding really bad and that. 
And I didn’t realise what I’d done until afterwards
While many participants were unable to define ADHD, they were able to describe its meaning 
to them, and ADHD was frequently described as a lack of control over behaviour: “It just 
means that I can’t really behave myself’ (Richard). Toby believed that his ADHD could make 
him behave in certain ways: “It makes me really like hyper and it makes me really annoying 
to other people”. Mark betieved that he was uncontrollable as a result of his ADHD diagnosis, 
and described how this meant behaving in an undesirable way towards others:
Mark: Like, it’s when I just get, like, really like hyper. And I get uncontrollable. Yeah 
Interviewer: And what sorts of things do you do when you get really hyper?
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MdrA:; Fin just really rude.
Mark described how stimulant medication made him “feel more under control” by allowing 
him to think about the consequences of his actions, which had a positive impact on his family 
relationships: “I’m not rude because I think about what I’m doing and the consequences”. The 
perception that stimulant medication enhanced control over behaviour is explored further 
under the theme of the impact of stimulant medication (Theme 4).
Many participants experienced ADHD as a disorder which meant that that they had little 
control over annoying, angry or rude behaviour towards family members. Hence, a lack of 
control, which many felt powerless to change, was generally experienced negatively, and as 
having a negative impact on family relationships. Alex talked about how he experienced his 
lack of control as distressing. He reported that he would frequently cry after he had lost his 
temper and hurt his brother. David also described how he found a lack of control over his 
behaviour “a bit depressing”.
For some participants, the extent to which their perceived lack of control impacted negatively 
on their family relationships was attenuated by a behef that their parents accepted that their 
behaviour was due to their ADHD diagnosis:
Daniel:. “Well if I do something, they know that I can’t help it and that I need a 
tablet”
/
Mike: I dunno. It probably makes it a httle easier, cos I’ve got ADHD, when I’m in à 
mood, they know that its not really me
The belief that parents attributed out of control behaviour to the ADHD and not the child is 
likely to have enhanced their external locus of control by absolving them of responsibihty for 
their actions. At the same time, this behef may have mdiiimised the extent to which their 
behaviour had a negative impact on their sense of self in relationships (Theme 3).
2.2 External triggers for disruptive behaviour
The theme of experiencing an external locus of control encompassed how some participants 
tended to make external attributions for the causes of their disruptive or aggressive behaviour. 
This meant that siblings were most frequently held responsible for the high levels of conflict 
that characterised the sibling relationship. In general, siblings were blamed for triggering
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aggressive behaviour on the part of participants. For example, David described how his sister 
would frequently provoke him into fights:
David: I durmo, she just hkes aimoying me, she knows, like, how to get on my nerves 
Interviewer: And what happens when she gets on your nerves?
David: Then we get in a fight and stuff
Participants frequently reported that they responded to their siblings annoying behaviour with 
physical violence. For many, annoying behaviour on the part of siblings was perceived as 
deliberate, with the aim of provoking a physical response in order to get them “told off’ by 
their parents:
Mark: Well, erm, I dunno, just an argument starts off, I say “get away from me” and 
stuff like that. He knows full well that he annoys me, so when I hit him, he knows I’ll 
get told off, and he starts yelling and stuff
Toby described how he responded with physical violence when provoked by his brother 
despite having a sense that it was “wrong”. He clearly located the cause for conflict and 
aggression in the relationship with his brother, who he reported would persist in provoking a 
fight: “I, err, wanted to stop but I can’t help it because he just carries on”. External triggers for 
violent behaviour were also apparent in the account provided by Tim, an only child. He 
described how he was deliberately provoked into physical violence by his schoolmates:
Tim: Q they used to, like, say, oh that player over there called your mum a slag and 
stuff just to wind me up because they knew I’d nail em straight to the floor. () Cos I 
know they are doing that on purpose, like making me, like, calling my mum a name, 
like, they know for a fact, cos I used to hke, hke they come up and say your mum is a 
bitch, and I used to smack em. And they know
While an external locus of control for the cause of aggressive behaviour was evident 
throughout many participants’ accounts, there were exceptions. For example, Jake who 
frequently blamed his brother for the high levels of conflict in their relationship, took 
responsibility for his argumentative behaviour at times, for example by accepting that he 
could be “grumpy” in the mornings. This acceptance of responsibility was evident when Jake 
described the difference in his relationship with his brother when he was behaving in a “cahn”
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as opposed to an aggressive manner towards him. Mark, who described being provoked by his 
younger brother, also described how his own mood could have an impact on his relationships:
Interviewer: When do you get on with her [his mother] not so well?
Mark: When I’m, like, in a bad mood and moody with her
In contrast to his siblings, Mark appeared more hkely to accept responsibility for the impact 
of his mood on others when describing conflict with his parents. He also acknowledged that 
(his own) boredom could create conflict in his family relationships ( see Theme 1.4)
2.3 Extern al man agement o f disruptive beh aviour
The theme of an external locus of control was also apparent when participants described the 
management of their aggressive or disruptive behaviour. In describing his relationship with 
his 15-year-old brother, Alex described his brother’s role in taking action to manage his 
violent behaviour. This was particularly apparent when Alex described an incident where he 
lost his temper with a stranger:
Alex: He goes, “come on then”, and I go pushed him, like, and said, “go on then”, and 
he goes “lets go round the comer”. So I started walking, so my brother got one arm 
and my mates like got the other arm and they’re, like, both holding me back like that, 
cos I was gonna go against like him. And my brother knows when I’m gonna go, so 
he can, like, calm me down and that.
Alex described how it was necessary for his brother and his friends to manage his violent 
behaviour by hterally holding him back. Tim described a similar experience when he lost his 
temper at school:
Tim: I just, like, go baUistic, like they had to tie me up cos I was still smacking him in 
the head while he, like, was like pinned down, so they had to tie up my arms, like, the 
kids had to, like, tie my hands behind my back. Not to let him hit me but to, like stop 
me. Cos the teachers don’t touch me at school. They can’t. I think they are a bit scared 
to.
Both Alex and Tim described how their aggressive behaviour could only be managed using 
extreme measures, which were necessary to ensure the safety of others. For Alex, this clearly 
had an impact on his relationship with his brother, whose role and responsibility was to calm
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him down, whereas Tim, an only child described the role that his peers took in managing his 
behaviour.
Other participants described the role that their parents played in the management of their 
disruptive behaviour. Many described being sent to their room, away from the situation in 
which they had been angry or disruptive. Thus, as well as offering participants guidance and 
support (theme 1.2) parents were described as acting as disciplinarians. Like Alex, some 
participants had clearly identified family members who were responsible for cahning or 
controlling their behaviour:
George: Yeah I get on better with him when he’s around [his father] than when he is 
away. When he’s away I’m a bit harder to control so I ask for my dad.
While most participants located responsibihty for the management of disruptive behaviour 
externally, some implied that their ability to manage their own behaviour was context- 
specific. Jake described situations where he tried to manage his own behaviour, in particulai' 
in the presence of people who were fiightened of him (his grandmother and his brother). It 
appeared that noticing that people were scared might have produced a shift in his locus of 
control from external to internal:
Jake: Erm, I, he’s just quite scared of me and so he’ll go to mum. And I have to sort 
of try and cahn down
Alex, who made clear and frequent external attributions for both the cause and management of 
his disruptive behaviour, also implied that his ability to control his behaviour depended on 
context. He described how a moral code governed his behaviour in certain situations. For 
example, he described how he would not respond physically if provoked by his younger 
siblings or his grandmother. It appeared that Alex’s violent and aggressive behaviour was 
governed by a set of internal rules which could override his actions, even in the presence of 
strong negative feelings towards his grandmother:
Alex: I’d probably walk out the room. Cos, being angry towards a ten year old, a 
seven your old, a two year old or a one year old, it just don’t, its not nice (mumbles). 
I’d just like walk out the room or go out.
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Alex: Yeah, she [his grandmother] knows what I’m like when I’m angry. She knows I 
lash out. She’d get scared that I’d lash out her but I wouldn’t. Even though I hate her
Craig also described situations where he was able to prevent himself from responding in a 
certain way. For example, he described how he was able to prevent himself from shouting at 
his mother, by thinking about the consequences of such actions:
Craig: I don’t do that because my brother did it once before () he shouted and swore 
at her and he got grounded for three months.
Some participants therefore clearly identified situations or contexts in which their external 
locus of control was subverted either by a moral code or by the responses they anticipated 
from others.
Theme 3: Sense of self in relationships
3.1 Self as annoying
A strong theme in many participants’ accounts was that of a negative sense of self in family 
relationships. Participants commonly believed themselves to be perceived as annoying or as a 
nuisance by others. For many participants this was clearly linked to their ADHD diagnosis: 
high levels of activity, a core feature of the disorder, were cited by many as the quality in 
themselves that others perceived as annoying:
Toby: It [ADHD] makes me really, like, hyper and it makes me really annoying to 
other people.
Another characteristic beheved to be seen by others as annoying was inattention: “I probably 
just go on and on about one thing, and I’ve already said it. And I keep carrying on asking 
questions” The inattentive features of ADHD may have contributed to Jake’s 
tendency to be easily bored, which appeared to play a part in his perception that he could be 
annoying:
Interviewer: What other things do you argue about?
Jake: Well the same as my Gran, what channel to watch. Cos he wanted to watch Sky 
One and the Simpsons and it gets quite boring so I start changing it, and he gets 
really, like, annoyed when I keep changing it
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A sense of self as annoying in family relationships was therefore linked by many participants 
to the hyperactive and inattentive features of their ADHD diagnosis. Many described how 
stimulant medication served to improve their sense of self m their family relationships. This is 
explored further under the theme of the impact of medication on sense of self (Theme 4.2).
3.2 Self as angry
A number of participants described engaging in violent and destructive behaviour around 
family members, or directing aggression towards objects belonging to family members. This 
theme was seen to link to the theme of an external locus of control, with many participants 
stating that their angry or destructive behaviour was triggered by others. However, a sense of 
being an angry person had been internalised by some participants, and was linked to a 
negative sense of self. Alex’s account of himself was dominated by themes of himself as 
angry and aggressive. He described how family members were scared of him when he 
displayed his anger, and were therefore likely to withdraw for safety. He believed that people 
in this family had a sense of “knowing” that they could get hurt by him when he was angry. 
His angry behaviour (usually triggered by his stepfather) could result in high levels of distress 
among his siblings:
Alex: Jim and Chris usually start crying when me and my Dad argue
Jake described experiencmg intense anger frequently, and lashing out at the nearest person. As 
a result of this, Jake believed that some members of his family were scared of him, including 
his grandmother:
Jake: I reckon she’s be quite scared, because I get quite angry and I start lashing out 
at the nearest thing, I think she’d feel quite scared towards me
Like participants who perceived themselves as aimoying to others, anger was experienced as 
something which was beyond the control of the individual, and as part of their ADHD 
diagnosis. For Jake, this had had the most sigitificant impact on his relationship with his 
brother:
Interviewer: Do you think that having ADHD makes a difference to how you get on 
with people in the family?
Jake: Yeah, iff haven’t taken my tablet I can be aggressive towards them
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Interviewer: So who would it affect the most, who would you be more likely to be 
aggressive towards?
Jake: Probably my brother
Jake’s ADHD diagnosis clearly had an impact on his sense of self as a scary and aggressive 
individual. He perceived this as having a negative impact on his family relationships. He 
described how stimulant medication made him less hkely to behave in an aggressive manner. 
This is explored further under the theme of the impact of medication on sense of self (Theme 
4.2).
3.3 A positive view o f the self
Many participants described positive aspects of themselves. This included some of those 
participants who described themselves as negatively perceived by others. Many reported that 
they had a positive sense of self in their relationships when supported in their sporting 
ventures (see theme 1.2). David had a sense that he was perceived very positively by his 
mother for his football skills: “She thinks I’m really talented [at football]” when his high 
levels of activity were directed towards sporting activities. Some linked their diagnosis to a 
positive sense of self. For example, Tim described how his ADHD (combined with stimulant 
medication) boosted his energy, allowing him to engage in a variety of sporting activities 
which he referred to throughout his interview. For this reason, his ADHD diagnosis was a 
very important and valuable aspect of his sense of self:
Tim: I’m getting better at sports and stuff. I don’t ever get tired. I’m energetic all the 
time with the Ritalin as well. I dunno. It’s a thing I have to accept Q Fd rather be on 
ADHD than not
Mike also described having a positive sense of self in relation to his ADHD, which became 
apparent when he described his relationship with his younger cousin, who he described as 
similar to himself:
Mike: He is the mini me 
Interviewer: Mini you?
Mike: Yeah, as child. BriUiant. He’s wicked
It emerged that the positive qualities that his cousin shared with him included hyperactivity. 
He said that it had become a “family joke” that his cousin also had ADHD. Tim’s ADHD
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diagnosis also contributed to his positive sense of self by enhancing his confidence in social 
situations:
Tim: It means good. Like, I’m proud of being ADHD. I’m like. I’ve got like, enough, 
I haven’t really, like, got self confidence but I’ve got enough confidence because of 
my ADHD to say what, Hke, I’ve gotta say.
Some viewed their ADHD diagnosis positively because of the concern that it evoked firom 
others, or because it meant that they could “get away with more”. Toby described the positive 
impact it has on his relationship with his uncle, who would show concern for his “disability”. 
Similarly, George described how his diagnosis initially resulted in him receiving special 
treatment from family members:
George: Well sometimes erm, they try to be more erm, gentle with me and be much 
more kinder. That’s when I first got diagnosed.
While having a diagnosis of ADHD appeared to contribute to a positive sense of self for some 
participants, others reported that a diagnosis of ADHD did not impact on their sense of self 
(positively or negatively). Some reported that they did not consider themselves to be different 
from others as a result of their diagnosis:
Brian: It doesn’t really bother me actually, in a way I’m the same as all my mates and 
they haven’t got ADHD.
Richard also reported feeling “normal” and as behaving similarly to other children at school. 
However, Richard and some other participants reported that their ADHD diagnosis was 
something that they kept from wider family due to concerns how they might be perceived:
Richard. It’s not that they’d be out of order, it’s just that I wouldn’t feel comfortable 
with it
Overall, having a diagnosis of ADHD appeared to impact on many participants’ sense of self 
positively or negatively (or sometimes both). Many referred to their ADHD symptoms (or 
qualities in themselves which they related to their diagnosis) in describing how they were 
viewed by others in their relationships.
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3.4 Self in idealised relationships
Many described their behaviour as different in the presence of idealised family members. In 
contrast to the family members who were identified as triggering disruptive behaviour in 
participants, idealised family members appeared to trigger positive or altruistic behaviour. 
Given his sense of self as angry, this was particularly striking in Alex’s account of time spent 
with his grandfather:
Alex: I don’t get stressy, cos when I’m with him, there’s no point, cos, like, it just 
like, doesn’t hke, getting stressed doesn’t like do anything, getting stressed. So’ I’m, 
like, chilled out and not stressed, because I’m with him.
In contrast to their descriptions of relationships with immediate family, most participants did 
not refer to their ADHD diagnosis when describing how idealised family members viewed 
them. Participants described the reciprocal positive nature of their interactions with idealised 
family members. Many simply described themselves as “good” or “better behaved” when 
around these members of their family. Craig described how mutual, kind and fiiendly 
behaviour characterised his interactions with his grandmother:
Craig: She cares and she’s kind and friendly I guess
Interviewer: Right, and how does it make you feel, that she is kind and fiiendly to 
you?
Craig: Happy, and kind and fiiendly back
David, reported that he was always well behaved for his ideahsed grandparents:
DavW.' Well, we are really good for my Nan and she’s really pleased.
Interviewer: What sort of good things do you do?
David: Well, being nice and helpfiil
He stated that he and his sister were always well behaved in his grandmother’s presence. This 
was striking given that he consistently described his relationship with his sister as highly 
conflictual, and at the core of all confhcts with immediate family members. Clearly, for 
David, the presence of his grandmother in some way allowed him to reverse his usual way of 
behaving towards his sister. Many participants described their behaviour around ideal family 
members in this way, and mention of annoying or angry behaviour tended to be absent from
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these accounts. This clearly contributed to a positive sense of self in these relationships which 
were perceived by participants as mutually satisfying:
Interviewer: Ok, so how do you think your Nan feels about you?
David: Proud of me.
Interviewer: What sorts of things about you make your Nan proud?
David: Erm, being her grandchild, and yeah, and being really nice to her and stuff
Mike painted a dramatically different picture of himself and his behaviour around his “second 
family”. In comparison to his behaviour at home, which he described using words such as 
“violent”, “stressy” and “abusive”, Mike described himself behaving in a consistently helpful 
and friendly manner around his aunt, uncle and cousins:
Mike: I’m always friendly and helpful towards him 
Interviewer: How does he react?
Mike: Like I said he treats me like a son
Interviewer: And can you imagine yourself being angry and arg....
Mike: No I couldn’t
He acknowledged the difference in the way in which he behaved around his idealised family:
Mike: I’m just different. Better behaved, a bit more sensible 
Interviewer: Ok, and why is that?
Mike: I dunno, just because I have loads and loads of respect from Malcolm and Gill. 
I’m not saying that I don’t get respect from my own parents, but I just get on better 
with Malcolm and Gill
The sense of self and behaviour described by participants appeared to be contingent upon who 
they were interacting with in the family. Overall, participants gave positive descriptions of 
themselves and their behaviour when describing their interactions with their idealised family 
members. It appeared that ideahsed family members provided them with a different 
experience of relationships, characterised by what they perceived as mutual positive feelings. 
A desire to behave in a positive manner was apparent throughout accounts of these 
relationships. This contributed both to their positive experience of these interactions and a 
positive sense of self.
180
Theme 4. The impact of stimulant medication
4.1 Impact on perceived sense of control
Many participants described how stimulant medication enhanced their sense of control over 
their behaviour. An external locus of control was dominant in many participants’ accounts 
(see theme 2) and stimulant medication appeared to shift some participants’ locus of control 
from external to internal. Medication was viewed by some as an agent designed to “help 
children calm down and control their tempers” (David). For example, medication was 
perceived as enabling them to think and reflect on the consequences of their actions:
Toby. It helps me to concentrate and to listen and to think before I do stuff, and to 
sometimes not to start an argument. And I can do stuff knowing, stuff I wanted to do
This had a positive impact on family relationships for many, including relationships with 
siblings. Mark beheved that his relationsltips with his brothers had unproved as a result of 
taking stimulant medication, and stated that he had become more able to “ignore” his younger 
brother. He stated that medication had improved his relationship with a number of family 
members, including his cousin:
Mark: Q So basicaUy, it ah comes down to when I take it, to me thinking about what 
I’m doing and the consequences
In contrast, George described how stimulant medication enhanced his sense that he was under 
control (as opposed to in control). He described how stimulant medication impacted on his 
symptoms of inattention making him more trustworthy and easier for others to control:
George: It helps make me, they like it that I’ll probably be easier to control () like 
they can ask me to do things instead of asking me, hke, five times. They can ask me 
to get off the computer and I’ll do it, they can ask me if I could go down to the shops, 
or if I could go and fetch someone and things like that. And err, they can trust me.
Some adolescents reported irritation at needing to take stimulant medication in order to 
control their behaviour:
Richard: Well yeah, it just. It just means for me that I can’t behave myself, without 
having to take pills which gets on my nerves.
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Alex also reported frustration at being required to take medication to enhance his ability to 
control his behaviour. Unlike the other participants, he stated that the medication did not have 
this effect:
Alex: Cos I hate it, I hate taking pills. When you can’t control yourself without 
medication. I dunno, it’s stupid
Interviewer: So does the medication help you control yourself?
Alex: No
Interviewer. What does it do?
Alex: It makes me feel sick. It don’t make me, I still get angry aU the time like I told 
you, stressed and angry, and I’m still losing my temper
Like other participants, Tim reported that medication enhanced his ability to think about the 
consequences of his actions. However, stimulant medication also appeared to fuel his sense of 
strength in situations involving violent or aggressive behaviour towards others. An enhanced 
“inner strength” also allowed him to think about what he could achieve if  he lost his temper:
Tim: Yeah. Like, and I think when I get into fights with, sometimes it kinda, it helps 
me more, to get more angry, sometimes 
Interviewer: Is that...
Tim: I dunno, I seem to like get an inner strength, like yeah, like, I can pick up a chair, 
like that, if I did it hke that, I could, probably I can do it with one hand if I lost my 
temper or something.
Stimulant medication therefore impacted on the participants’ sense of control in different 
ways. For many, it enhanced their sense of control over their behaviour which was viewed as 
having a positive impact on family relationships.
4.2 Impact on sense o f self
As seen in theme 3 (sense of self in relationships) some participants described having a sense 
of self as annoying or angry, which they linked to their ADHD diagnosis. For many 
participants, stimulant medication served to improve their sense of self in their family 
relationships. Jake described how he was less likely to behave in an aggressive maimer when 
he had taken his stimulant medication:
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Jake: Err, probably, they probably like me better when I have taken it 
Interviewer. Why do you think that they like you better when you’ve taken it?
Jake: That I, I am a better person and more, not aggressive
A similar account emerged when David described how others would perceive him if he did 
not take his medication; “I’d be really argumentative and not very pleasant to be with”. He 
also said it made him a person who people would want to be around:
David: It helps me get on in my relationships, and I’m more fun to be around with 
when I’ve taken it
Similarly, Tim described how stimulant medication allowed him to “think about how I would 
like to be treated”, rather than his usual “bossing them aU around”. Mark believed that he was 
“not as rude” and “more sensible” as a result of taking stimulant medication. Toby described 
how being able to think not only made arguments less likely, but enhanced his general 
performance in interactions with his family members by helping him to “think of, like, 
different things to ask them” and to give them “a better answer”.
Overall, participants commonly perceived stimulant medication to make them more likeable, 
fun to be with, less rude or bossy, or more socially skilled. Many participants beheved that 
they were more likely to be viewed positively by family when they had taken their 
medication.
Others, such as Brian, beheved that their stimulant medication did not have an impact on their 
behaviour around family, or the way in which family members viewed them. However, Brian 
reported that stimulant medication had an impact on his school performance by ahowing him 
to concentrate more in class.
Interviewer: So is there anything at all that your parents would notice is different 
about the way you behave since you have been on Ritalin?
Brain: More calm and concentrated 
Interviewer: When would they notice that?
Brain: I don’t think they’d actually notice, they’d notice from by talking to my 
teachers and reports
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Brian believed that his improved behaviour at school had impacted positively on his 
relationship with his parents.
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DISCUSSION
Summary of findings:
Four superordinate themes emerged from the analysis: quahty of family relationships, locus of 
control, sense of self in relationships and the impact of stimulant medication. Regarding the 
quality of family relationships, subordinate themes of conflict, the importance of support, and 
idealised relationships, usually with extended family members, emerged from this study. 
Participants also described physical activity as facilitating positive interactions with people in 
their family. They frequently described their ADHD as characterised by a lack of control over 
their behaviour, and many reported that this had a negative impact on their relationships. 
Other family members were often identified as causing disruptive behaviour, and being 
responsible for its management. Themes relating to the adolescents’ sense of self as annoying 
and angry emerged while some adolescents described their positive attributes. For many, their 
sense of self was closely related to their description of their ADHD diagnosis. A more 
positive sense of self emerged when participants provided accounts of idealised family 
relationships. For some, stimulant medication improved their sense of control over their 
behaviour. Medication also enhanced participants’ sense of self in relationships, by making 
them “better” people and easier for family members to get on with.
The themes that have emerged from this study will now be related to the existing research 
literature. A discussion of the methodological issues will follow, and the limitations of the 
present findings will be outlined. Finally, the clinical implications raised by the present 
findings and directions for future research will be addressed.
Theme 1: Quality of family relationships
A strong theme of conflict in sibling relationships emerged from the adolescents’ accounts of 
family fife. This finding is consistent with the results of the observational study of sibling 
interactions conducted by Mash and Johnston (1983). They found significantly higher rates of 
conflict in sibling dyads with a child with ADHD as compared to controls. Mash and Johnston 
observed the siblings of hyperactive children to exhibit as much negative behaviour during 
interactions as the hyperactive children. The experience of sibling relationships has been 
explored from the perspective of siblings of children with ADHD. Kendall (1999) found that 
siblings experienced family hfe as conflictual and exhausting. Siblings felt victimised by 
aggressive acts from their brothers, including overt verbal and physical aggression. Many 
participants in the present study felt that their siblings deliberately provoked them into acting 
aggressively. Conflict in the sibling relationship is a robust finding that has been made
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through observations of sibling interactions, and from the accounts of both members of the 
sibling pair where a child has ADHD. Taken as a whole, these findings are indicative of 
reciprocity in negative behaviour in sibling dyads. Conflict in sibling relationships is reported 
in the wider research literature on the qualify of sibling relationships during adolescence 
(Furman & Buhrmester, 1985). However, this literature has found wider diversify in the 
qualify of sibling relationships, with warmth and closeness commonly being reported. 
Feelings of warmth and closeness towards siblings were absent from the accounts provided by 
adolescents in the present study.
Participants in the present study associated conflict in the sibling relationship with differing 
levels of distress. Those who experienced high levels of anger reported that conflict in the 
sibling relationship created distress in others as well as for themselves. The extent to which 
conflict in sibling relationships plays a role in the developmental pathways of children with 
ADHD warrants investigation (Johnston & Mash, 2001).
Many participants in this study reported that they felt supported by parents. This finding 
would not have been predicted from the problem-orientated accounts of parent-child 
interactions outlined in the existing quantitative literature (e.g. Battle & Lacey, 1972; 
Cunningham & Barkley, 1979; Tallmadge & Barkley, 1983) in which mothers in particular 
are described a negative, critical, disapproving, controlling or unaffectionate towards their 
sons. A number of participants expressed a more positive view of parent-adolescent 
relationships than anticipated, stating that support and guidance from their parents was an 
aspect of their relationship that they particularly valued. Studies of family relations in the 
general literature have indicated that parents can continue to be important sources of 
information and affection during adolescence, and that positive relationships with parents can 
enhance feelings of self-esteem (White & Woollett, 1992). Indeed, many participants in the 
present study commented that their parent’s encouragement enhanced their performance in 
various activities and that this contributed to a positive sense of self. While conflict in parent- 
adolescent relationships was acknowledged by some participants in this study, most problems 
were located firmly within sibling relationships. For some participants, a positive and 
supportive relationship with one or both parents may have served a protective function, 
allowing for a positive experience of relationships within the immediate family when other 
family relationships were problematic.
A strong theme which emerged from the participants’ accounts was that of their experience of 
extremely rewarding and positive reciprocal relationships, usually with extended family
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members. Given the focus of the existing research literature on parent-child relationships, this 
is an important finding that is not reported elsewhere. Indeed, relationships with wider family 
members have received little attention in the general research literature on family 
relationships. However, a study by Furman & Buhrmester (1984) found that grandparents 
received high ratings for affection, enhancement of worth and importance, and that children 
reported less conflict with them than other family members. These findings indicate that 
grandparents can provide children with a positive experience of relationships, as seen in the 
present study. The published literature on ADHD to date has excluded wider family, and 
painted a negative picture of the family life of these individuals. The inclusion of extended 
family members in this study was therefore valuable, as they clearly provided participants 
with an extremely positive and rewarding experience of relationships, which is not outlined in 
existing reports.
Participants in the present study described how engaging in joint activities facilitated positive 
interactions with family members, even in relationships which were characterised by high 
levels of conflict. Activities may provide an outlet for the hyperactive symptoms which are a 
core feature of ADHD. Participants described their enjoyment of sporting activities, the 
pleasure and positive sense of self they gained jfrom being supported in these, and how much 
better or “normal” their relationships felt when actives were involved.
The adolescents in this study differed in the extent to which they experienced difficulties in 
their family relationships and in the extent to which they experienced such difficulties as 
distressing. This would support the conceptualisation of individuals with ADHD as a 
heterogeneous group, where multiple causal pathways exist in which individual and 
environmental factors interact in a variety ways to produce the disorder (Johnston & Mash, 
2001). While it is recognised that these findings represent only the views of adolescents and 
not those of parents, a more positive account of parent-adolescent relationships emerged from 
most participants than anticipated. It is noteworthy that the adolescents in the present study 
were diagnosed only with ADHD, and no comorbid conduct problems. Studies have shown 
that warm, sensitive and involved parenting style can play a protective role in the 
development of child conduct problems (Frick, 1994; Gardner, Sonuga-Barke & Sayal, 1999). 
Indeed, some authors have argued that family factors may exert their influence not on ADHD 
symptoms, but on the development of co-occurring conduct problems (e.g. Frick, 1994). It is 
therefore possible that for some participants m this study, the supportive and involved 
parenting strategies that were described served a protective or preventative role in the 
development of conduct problems. Other authors have suggested that responsive, sensitive
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family environments could facilitate the development of self-regulation, and attenuate ADHD 
symptoms in children with a biological predisposition to the disorder (Johnston & Mash, 
2001). It seems reasonable to expect that the diverse experience of family relationships may 
exacerbate problems for some children with ADHD, and attenuate difficulties for others.
Theme 2: Locus of control
Many adolescents attributed control over their difficult behaviour to external factors. 
Difficulties with impulse control are a core feature of ADHD. Barkley’s (1997) theory of 
ADHD proposes that the biological components of the disorder cause a major deficiency in 
behavioural inhibition which is essential for the development of self-regulation and control. 
Barkley’s (1997) theory holds that across development, the behaviour of children with ADHD 
is more contingency shaped, or under control of immediate and external sources of rewards 
than the behaviour of children without ADHD. Deficits in working memory and internalised 
speech mean that children with ADHD are less able to persist in behaviour with a goal for 
their performance in mind, but are more likely to seek immediate rewards. Thus, unlike 
children without ADHD, their behaviour does not become increasingly rule-governed or 
internally controlled. Many adolescents in the present study perceived a lack of control over 
their behaviour to have a negative impact on their family relationships and this contributed to 
the extent to which some believed that they were perceived as annoying by others.
The external locus of control experienced by adolescents with ADHD in this study was 
apparent m their report that others, usually siblings, were responsible for triggering aggressive 
acts. Mash and Johnston (1983) have observed the siblings of hyperactive children to exhibit 
as much negative behaviour during interactions as the hyperactive children. Hence, it is likely 
there is reciprocity in the negative behaviour that occurs in sibling dyads. Some participants 
did accept responsibility for conflict in family relationships.
Barkley (1998) maintains that people with ADHD do not lack knowledge or skills, but that the 
deficits associated with the disorder mean that they lack the capacity to carry through what 
they know. Thus, children with ADHD often know what they should do, but knowing 
provides Tittle consolation to them, little influence over their behaviour, and often much 
irritation to others. Such knowledge seems to matter little when they are actually behaving at 
particular moments.’ (Barkley, 1998; pg 249). This experience was captured by one 
participant’s description of fighting with his brother despite his awareness that it was “wrong” 
to do so.
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Other individuals, usually siblings, parents or schoolmates were identified by some 
participants as responsible for the management of their disruptive behaviour. Some 
participants had clearly identified family members who were responsible for calming them or 
controlling their behaviour. However, participants also identified situations or contexts in 
which their external locus of control was subverted, either by a moral code, or by the 
responses that they anticipated from others. Furthermore, out of control behaviour appeared to 
be subverted in the presence of idealised family members. It was not clear whether 
participants in the study experienced an enhanced capacity to control their actions around 
these family members. As Barkley (1998) highlights, “diminished capacity” to control 
behaviour in those with ADHD has implications for personal accountability and responsibility 
within society as a whole. It is therefore significant that the participants in this study identified 
contexts in which they were able to deliberate upon their actions and prevent a violent 
response.
Theme 3: Sense of self in relationships
Many adolescents with ADHD defined themselves in relation to their perception of their 
ADHD traits and symptoms, and described the impact that this had on their relationships. The 
negative sense of self described by some, and the close identification of self with their 
diagnosis was also described by participants in Krueger and Kendall’s (2001) qualitative 
study of adolescents’ perceptions of self and ADHD. Participants in their study developed a 
self-identify that incorporated many of the stigmatising beliefs and negative attributes of 
ADHD. Many participants in the present study described having a negative sense of 
themselves as annoying in their family relationships. Many linked this to the hyperactive and 
inattentive features of their ADHD diagnosis.
Some participants in the present study described experiencing high levels of anger, and having 
a sense of themselves as angry or scary individuals. Some linked their anger to their ADHD 
diagnosis and acknowledged that this created distress in themselves and in the family. In his 
theory of ADHD, Barkley (1997) proposed that deficits in behavioural inhibition are likely to 
contribute to a greater emotional reactivity to emotionally charged immediate events. The 
theme of anger was reported in Krueger and Kendall’s (2001) qualitative exploration of sense 
of self in adolescents with ADHD. In their study, which included a small number of 
adolescent females, descriptions of self tended to centre on anger in boys as contrasted to a 
sense of self as ‘inadequate’ in girls. Hence there are likely to be gender differences in how a 
sense of self develops in adolescents with ADHD.
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A positive sense of self was described by some participants in the present study. The 
adolescent boys described a positive sense of self in relation to their sporting talents, in 
particular when they felt supported by their parents in these. Supportive and close 
relationships with parents are associated with higher levels of self-esteem and better 
adjustment for young people within the wider literature on fantily relationships in adolescence 
(White & Woollett, 1990). Other participants described a positive sense of self in relation to 
their ADHD diagnosis. Positive aspects of having an ADHD diagnosis included that it fuelled 
energy which was charmelled into sport, enhanced confidence, or evoked concern fi-om others. 
Positive accounts of the self are rare in the existing research literature on the experience of 
being diagnosed with ADHD.
Strikingly, even participants who reported having a negative sense of self as angry or 
annoying described themselves positively when describing their relationships with idealised 
family members. Participants generally described themselves using positive attributes, and 
reported a belief that these family members viewed them favourably. Descriptions of the self 
as out of control, angry or aimoying tended to be absent fi-om these accounts. These findings 
suggest that relationships with wider family members may serve a protective function for 
children with ADHD, by contributing to a positive sense of self, and that they may produce a 
model of positive behaviours and relationships for individuals living with this disorder. It has 
been hypothesised that positive experiences of family relationships may facilitate self­
regulation, and thus attenuate symptoms associated with the disorder and related problems 
(Mash & Johnston, 2001). Therefore, from a theoretical perspective, wider family members 
may play an important protective role in the developmental pathways of children with ADHD.
Theme 4: Impact of Stimulant medication
Stimulant medication appeared to impact on the sense of control that adolescents had over 
their behaviour. It has been shown that children who receive stimulants show improvements 
in a number of areas including attention, impulse control and compliance (Barkley, 1998). 
Some participants in the present study reported that stimulant medication enhanced their sense 
of being in control by allowing them to stop and think about the consequences of their actions. 
However, one participant associated medication with the idea that it was easier for others to 
control his behaviour.
For many participants, stimulant medication served to improve their sense of self in their 
family relationships. Participants described themselves as more likeable, fun to be with, less 
rude or bossy, or more socially skilled. Many participants believed that they were more likely
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to be viewed positively by family members when they had taken their medication. These 
findings are interesting when taken into consideration alongside the findings of studies which 
have demonstrated the positive effects of stimulant medication on family interactions. 
Schachar et al’s (1987) study reported improvements which included increased maternal 
warmth, decreased maternal criticism, greater frequency of maternal contact and fewer 
negative encounters with siblings. The present findings would support an association between 
stimulant medication and improved family interactions. Participants identified how changes in 
themselves facilitated by stimulant medication led them to get on better with family members. 
However, there were differences in how adolescents perceived the impact of stimulant 
medication. Some reported their frustration at needing to take medication to control their 
behaviour and one child reported that it enhanced his “inner strengtb” when acting with 
violence. Perceptions of the impact of stimulant medication warrant investigation on a larger 
scale.
Methodological limitations
The sample in the present study was exclusively white; the participants were male adolescents 
(aged 11-16); and all had been all taking medication for no less than a year. ADHD is more 
commonly diagnosed in boys, and a male sample was therefore more readily available to the 
researcher. Females are generally underrepresented in ADHD sample populations and this 
represents a limitation of the present study and the existing research literature in general. The 
results cannot be generalised to ethnic minority males, younger boys, girls with ADHD or 
those who are not taking prescribed medication. However, Osborn and Smith (1998) maintain 
that while the concepts derived from qualitative research cannot be generalised to the wider 
population outside of the sample, they may transfer to similar contexts.
The present study represents the views and perceptions of adolescent boys with ADHD. The 
views of parents, siblings and wider family members are not represented. Participants were 
aware that the researcher was training as a clinical psychologist, and this may have influenced 
the accounts they provided. For example, they may have been concerned about being seen to 
criticise their parents. Further, the finding that adolescents reported relatively low levels of 
conflict in their relationships with their parents does not indicate that parents view the 
relationship in the same way. Only one previous study (Barkley et al, 1991) has included the 
perceptions of adolescents, the results of which indicated a difference in the way adolescents 
and their mothers perceive conflict in family relationships. These finding represent the views 
of adolescent boys with ADHD and not of other members of their family, and this may
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account for some of the differences found between the findings of the present research and 
other studies.
Individuals who participated in this study elected to participate in research on family 
relationships. It may be the case that those who opted in were happy to come and talk about 
family because of the very nature of their family relationships. With this in mind, it is possible 
that those who did not elect to take part may have provided a different account of family life. 
For example, it is possible that the potential participants whose parents who refused to 
participate may have been in more troubled families.
It is likely that a combination of environmental factors influence the development of ADHD 
(Beiderman, Milberger & Farone et al, 1995). For example, marital relationships, social class, 
family size and parental characteristics are important factors to consider which were not 
directly addressed by this study. These factors may also have an important impact on the 
extent to which any difficulties in family relationships are experienced as distressing.
Clinical implications
Stimulant medication is cunrently the most commonly used treatment for individuals with 
ADHD. While this has been shown to have a temporary effect on ADHD symptoms, the long 
term benefits and outcomes of this treatment have not been yet been demonstrated. Clearly, 
the benefits of any form of treatment need to be sustained over long periods if they are to 
continue to be of advantage the individual with ADHD. A number of clinical implications for 
psychological treatments have arisen fi-om the present study.
i. Sibling involvement and family interventions
Generally speaking, difficulties in sibling relationships are not prioritised when a child with 
ADHD presents to clinical services. Assessment and treatment tends to focus on the 
individual with ADHD and their parents, with non-medical interventions being targeted at 
parenting a child with ADHD. The results of fiiis study, and of Mash and Johnston’s 
observational study, suggest that adolescent boys living with ADHD may experience most 
difficulties in their sibling relationships. Hence, rather than focusing only on the child with 
ADHD in parenting interventions, attention should also be given to the management of 
behaviour exhibited by siblings, with emphasis placed on teaching parents the skills required 
to reduce sibling conflict, and promote prosocial sibling interactions. Both the child with 
ADHD and their siblings may also benefit fi*om the provision of support groups, which allow 
space for them to tell their stories about their experiences of relationships.
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The results of this study suggest that rather than focus on treating ADHD only at the 
symptomatic level, services should address the interpersonal needs and experiences of 
adolescents and members of their family. As yet, outcome research on the effectiveness of 
family therapy interventions for ADHD is in its infancy (Cottrell & Boston, 2002). The results 
of this study suggest that the inclusion of family in the treatment of adolescents living with 
ADHD may be beneficial. It is noteworthy that adolescents in this study reported that they 
found discussing family issues to be valuable and to improve their mood. Given the positive 
descriptions of self given in relation to wider family members, the involvement or 
consideration of these important individuals m family interventions may contribute to a less 
problem-saturated account of the child and of family life.
2. Initial consultation and educative interventions
Although not explored in detail in the analysis section due to the necessary brevity of this 
report, most adolescents were unable to defime ADHD, or stated that they knew little about the 
disorder. Given that experience of ADHD appears to impact on sense of self, clinical services 
may wish to ensure that they educate adolescents and their families about ADHD, and help 
them to make sense of this disorder. Many participants in the present study had found 
adaptive ways of channelling their hyperactive symptoms into sporting ventures and other 
activities. They reported that this enhanced their sense of self and the quality of their family 
relationships. Children and families would clearly benefit from hearing about such potentially 
beneficial strategies when first diagnosed with the disorder. Brief educational interventions 
could be offered to families during the early phase of treatment.
However, fi-om the accounts provided by adolescents in this study it emerged that they were a 
heterogeneous group in terms of how they experienced events. Some participants experienced 
the same symptoms or experiences quite differently. For example, the extent to which a lack 
of control, conflict, or being diagnosed with ADHD was experienced as negative or 
distressing differed between participants. One child reported that he was proud of his ADHD 
diagnosis. Therefore, it is important for clinicians to listen carefully to adolescents’ stories 
regarding their experience of the disorder, and not to make assumptions about whether these 
are perceived positively or negatively. In assessing children and adolescents with ADHD, 
clinicians should attend to the skills and resources that they already have, and should ask them 
what they perceive their difficulties to be.
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3. Anger Management
Some participants in this study reported high levels of anger. Clinicians working with 
adolescents with ADHD should not overlook the assessment of the experience of anger when 
developing a treatment plan. Recent research has demonstrated the efficacy of anger 
management training with children with ADHD (aged 9-12), in particular when combined 
with cognitive behavioural self-control therapy (Miranda & Presentacion, 2000). The results 
of the present study suggest that a secondary benefit of successful anger management for 
adolescents with ADHD may be an improvement in family relationships (in particular sibling 
relationships), and a positive contribution to sense of self. Furthermore, early assessment and 
treatment of anger problems may serve a preventative role in the development of later conduct 
problems frequently observed in this client group.
4. Self Control Therapy
The external locus of control experienced by many of the participants in this study has 
implications for the development of treatment interventions which enhance the individuals’ 
sense of control and self-efficacy. Miranda and Presentacion, (2000) have developed a 
cognitive behavioural self-control intervention for children with ADHD, which includes self- 
instructional training via modelling and behavioural contingencies. Positive outcomes for this 
treatment have been demonstrated m 9-12 year old children with ADHD. According to 
parental reports, children who displayed aggressive tendencies in particular improved when 
the self-control therapy was combined with anger management.
There is clearly much scope for the further development of interventions which aim to 
facilitate self-regulation and the extent to which the adolescent with ADHD develops a sense 
of being internally controlled. Consideration should also be given to developing treatment 
interventions which help parents and other family members to understand the biological and 
psychological vuhierabihties of children with ADHD with regards to self-regulation and 
control. Such interventions may help famihes to appreciate the difficulties that adolescents 
experience with respect to regulating their behaviour, and thus to have more realistic 
expectations. Interventions should also include teaching family members strategies for 
modelling controlled behaviour. Family members may also leam to prompt adolescents into 
using self-instructional strategies, with the aim that these strategies are gradually internalised 
over time.
In a recently developed model of psychotherapy for adults with ADHD, Young (2002) 
recommends the use of cognitive-behavioural therapy which focuses on the development of
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self-management skills. This can be applied in either a group or individual setting. 
Consideration should be given to adapting adult treatment models such as this for use with 
adolescents.
Directions for future research
The findings of the present study have provided a valuable insight into perceptions of 
adolescent boys with ADHD. Given the qualitative nature of this research, and the complex 
nature of family relationships, it is not possible to draw conclusive statements from these 
findings alone, and a number of implications for future research are therefore evident.
The findings that have emerged from the present study have set the scene for a more extensive 
study of the perceptions of adolescents with ADHD. This should take into consideration the 
influence of gender, cultural issues, other family environment factors and comorbid problems 
as well as the impact of ADHD subtype. As yet there are few good reliable and valid measures 
of family relationships (Parkin, 2001). The development of measures to explore adolescents’ 
experiences of family relationships can be informed by the findings of qualitative research 
such as this.
The present findings suggest that more attention needs to be given to the study of the nature 
and impact of sibling relationships in families of children with ADHD. The findings of the 
present study also indicate that grandparents and wider family members should be included in 
friture research on families of children and adolescents with ADHD. It would be of value to 
include the perceptions of parents and grandparents on family relationships, as well as 
comparisons of how parents and grandparents respond to children with ADHD and their 
unaffected siblings.
Existing studies on ADHD and environmental factors are correlational in nature, offering little 
understanding of how associations between family factors and child problems develop over 
time (Johnston & Mash, 2001). Differences that have emerged within the existing research 
literature to date suggest that there might be individual differences in how family factors 
influence the development of ADHD and associated problems. Johnston and Mash (2001) 
maintain that further research needs to be conducted if we are to better understand the various 
developmental trajectories for the unfolding of ADHD symptoms and related difficulties. 
Prospective longitudinal studies are required which aim to unpick the influence of the various 
risk and protective factors (Carlson et al, 1995). The findings of the present study have 
identified a number of possible areas in which family factors may serve as a risk or protective
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factor for adolescents with ADHD. Possible risk factors might include adolescents’ 
experiences of sibling relationships, and protective factors might include supportive parenting, 
the role of wider family relationships and opportunities to engage in sporting ventures and 
joint activities with family members.
The present jSndings have raised some interesting questions about the ability of adolescents 
with ADHD to control their behaviour. Some participants identified situations in which their 
lack of control was subverted, and they felt more able to deliberate upon their actions. 
Contexts in which individuals with ADHD experience an enhanced capacity to control their 
actions warrant further investigation.
A better understanding of the relevant factors involved in the development of ADHD and 
associated problems may encourage the use of early or preventative therapeutic approaches. 
For example, early parenting interventions which include skills for dealing with sibling 
conflict, or early skills based interventions directed at the child with ADHD may be 
implicated. Given the longevity of ADHD, research into the long-term outcomes of the 
various treatment interventions currently available is necessary. Such research should look at 
a range of treatment outcomes including impact on self-esteem and interpersonal factors as 
well as the core symptoms of ADHD. It would also be valuable to include the views and 
opinions of the individual with ADHD regarding treatment in future outcome research.
Conclusion
Our understanding of the influence of family factors on the development of ADHD remains in 
its infancy. Family and child characteristics are likely to interact in a multiplicity of ways to 
yield different pathways to the development of ADHD and associated problems. The present 
study has raised a number clinical implications and potentially valuable areas for the direction 
of future research. Young people with ADHD were clearly able to engage in a dialogue about 
their experiences. Care should be taken to represent their views in future research and clinical 
contexts.
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School of
Human
S c ien ces
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
Telephone contact number:
Date:
Dear (Name)
to”  .f A. p. . f ]
I f * * : '
to read. Please noteI have enclosfd two information sheets, one for you and one for that participation in this research is entirely voluntary.
I ^ e  do not hear from you, we will contact you to discuss whether would like.to take
Yours sincerely
Anna Manners
Trained Ulinical Psychologist
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Unis
Information Sheet for Parents
Date
Version no
University  
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
Schoo l  of
Human
S c i e n c e s
Study Title
Perceptions of femily relationships among adolescents with ADHD.
Who will be conducting the research?
I am a Trainee Clinical Psychologist, and have experience of working therapeutically with 
children and their femilies. This research is being carried out in conjunction with the 
University of Surrey Clinical Psychology Training Course.
1 am inviting your child to take part in this research study. The information enclosed 
explains why the research is being done and what it will involve. Please take time to read 
the following information carefiiUy. If anything is unclear, or if you would like more 
information you can contact me via the following number
What is the purpose of the research project?
I am carrying out a research project which aims to look at how adolescents with ADHD feel 
about relationships with family members and other important people.
Why has my child been chosen?
Your child’s clinician has said that your child would be suitable to participate.
WJiat is the importance of the research?
More and more children are being diagnosed with ADHD in the United Kingdom. Scientific 
rese^ch has started to understand what causes ADHD, and has looked at different ways of 
helping children with ADHD and their families to manage their difSculties. A number of 
studies have started to explore how children and their femilies experience ADHD. These 
studies have tended to ask parents or siblings of the child with ADHD about their 
experiences, or have observed interactions within families. Very little research has asked 
children with ADHD about their own views, and we hope to fill this gap by carrying out this 
project. This information should enable parents and professionals to help children with 
ADHD. This rese^ch will not directly benefit your child, but the information gained fi-om it 
should help us to improve treatment in the future.
Does my child have to take part?
Your child’s participation in this research is entirely voluntary. Before the interview, you 
will be asked to sign a consent form, a copy of which I will give you to keep. If you'give
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consent for your child to take part in this research, and he is willing to do this, he is free to 
withdraw from the research at any time. His decision to take part or withdraw wiU not affect 
the help that he currently receives from this service.
What will happen if my child takes part?
An initial meeting with you and your child will take place, in which the purpose of the 
project wül be explained. This wül provide the opportunity to discuss the research project in 
more detail and for me to answer any questions that you might have. Having explained the 
purpose of the project, I will ask your child if he is happy to take part. If you and your child 
are in agreement I will go through a parental consent form with you and ask you to sign it. 
Your child will also be asked to sign a consent form.
I wül interview your child alone for approximately 1 hour. I wül begin by reading through 
an information sheet with him, and explaining what wül be involved. I vdU check again that 
he is happy to continue, and make it clear that he can withdraw from the interview at any 
time. The purpose of the interview wül be to find out about chüdren’s experiences of 
relationships in the fàmüy and with other important people. The questions I ask wül be very 
open to aHow the chüd to express his own views. The interview wül be audio taped (for my 
use only) and will be destroyed when the research is complete.
Your chüd wül be offered a debrief at the end of the interview to identify ways in which 
they can manage any feelings that emerge during the interview process. A debrief will then 
be offered to you and your chüd. This wül give you and your chüd the opportunity to 
discuss anything of si^iificance from the interview that they would Hke to share with you.
Will my child taking part be kept confidential?
The content of what your chüd says wül only be used for the purposes of this research 
project. Each chüd wül be given the opportunity to decide whether or not they wish to share 
information from the interview with parents during the debrief. Information from the 
research wül be made anonymous, and wül not be shared with others. However, in Hne 
with standard practice in the department, 1 would inform other professionals if anything is 
said that makes me feel worried about your chüd’s safety. I would discuss this with you and 
your chüd first.
What will happen to the results of the research?
I will be writing a report summarising the results of the research. No names of any chüdren 
or their families wül be used so that no one wül be identifiable.
The results o f the research wül be used to help professionals working with chüdren with 
ADHD. Therefore, the results of the project are likely to be published in a professional 
journal. Again, the names of the chüdren and femilies wül not be used to make sure this is 
entirely anonymous.
Who has reviewed the study?
The study has been reviewed by the Local Research Ethics Committee
and Research and Development Committee.
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What shall we do if we are interested in taking part?
If you and your child would like to take part in this project, please contact the department on 
and let us know by leaving a message for Anna Manners.
If you and your child would rather not take part, please contact the department within the 
next two weeks. If we do not hear from you, I will contact you by telephone to check with 
you as to whether you would like to be involved in the study. This wiU provide you with the 
opportunity to ask any questions that you may have about the research, and be answered 
directly. If you are in agreement, a date and time will be arranged for the interview.
Anna Manners
Trainee Clinical Psychologist
Thank you for considering your child to take part in this study
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Unis
Information Sheet for Young People
Date
Version no
University  
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
S c h o o l  of
Human
S c i e n c e s
Study
How adolescents with Attention Deficit Hyperactivity Disorder view their family 
relationships?
Who will be conducting the research?
I am a Trainee Clinical Psychologist, and have experience of working with children and 
their families. I am inviting you to take part in this research study. The information enclosed 
explains why the research is being done and what it will involve. Please take time to read 
the following information carefully.
What is this research project about?
I am trying to find out about how young people like you feel about relationships with 
members of their family and other important people.
Why have I been chosen?
(Name of clinician) at the Department of Child and Family Psychological Medicine 
has said that you would be suitable to take part in this research.
What if I don’t want to take part?
It is up to you whether you decide to talk to me. It is OK if you decide to take part, and then 
change your mind. You can just ask that we stop and nobody will mind. This not
change the service you receive fi"om the department.
What will happen if I take part?
There will be an interview, which will last for about one hour at the Department of Child 
and Family Psychological Medicine . I will meet with you and your
parents before the interview, and again afterwards. During the interview, 1 would like to ask 
you about who is in your femily, and about Hfe in your femily.
Will what I say be private?
What you say wiU be tape-recorded, but the tape will only be used by me for the purpose of 
this research. The tape will be destroyed after the research is written up. 1 will not share the 
information with other people or use your name in the research. It is up to you whether you 
want to talk about anything we have discussed when we meet with your parents afterwards.
If you teU me something that makes me realty worried about you, then I may have to tell 
someone who can help you. However, I would talk to you about this before I do anything.
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What will happen to the results of this study?
I will be writing a report about the results of the research. The results of the research will be
used to help people working with young people with ADHD. Therefore, the resuits are
likely to be published in a professional journal. The names o f all children will not be used so 
that no one will know who you are.
What will happen now?
I have asked your (mum/dad) to contact our department if you are interested in taking part. 
If you would like to talk to me about the research or ask any questions, please ask your 
(mum/dad) to contact the department, and we can arrange to talk on the telephone.
Anna Manners
Trainee Clinical Psychologist
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Unis
Parental Consent Form
Name of researcher:
Anna Manners
University  
of Surrey
Guildford
Surrey GU2 7XH. UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
S ch o o l  of
Human
S c i e n c e s
Study Title:
Perceptions of family relationships among adolescents with ADHD.
Please initial box
1. I confirm that 1 have read and understood the information sheet
dated (version ) for the above study, and have had the [ [
opportunity to ask questions which have been answered to my 
satisfection.
2. I understand that my child’s participation in this project is 
voluntary, and that he is free to withdraw at any time, without 
his care being affected.
3. I give my consent for my child to participate in this research.
□
□
Child’s Name
Name of Parent:
Name of Researcher:
Date:
Date:
Signature:
Signature:
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Child Interview Schedule
Introduction
I am interested in finding out how young people with ADHD experience relationships 
Within their families and with other important people.
I would like to talk to you about the people in your family and try to understand how 
you see/ view them. What you tell me will stay private, unless you tell me anything 
that makes me really worried about you or a member of your family. At the end of the 
interview, if there are things we have talked about that you would like to share with 
your family, then we can do that together if you want to. but that is completely up to 
you. I won’t tell your family anything that you say unless we have discussed it first.
TJere are no right or wrong answers to my questions, I would simply like to hear 
about how you feel and think about this. Is that OK?
Warm-up questions
What TV programme do you like watching? Can you tell me about it?
What kind of music do you like? Tell me about your favourite group?
Rating feelings- Pre-measure
Before I ask you some more questions, can you tell me how you are feeling right 
now? If ten is the happiest you could possibly be and one is the saddest you could 
possibly be, what number would you give yourself? (Show scale)
SECTION 1: Genogram
I would like to draw out a family tree with you, so that I know who is in your family 
You might have done something like this before with (clinician). 1 will use squares for
males and circles for females. If we start with you, your name is , when is your
date of birth? What school do you go to?
What is your mum’s name?
What does your mum do for a living?
And your dad’s name?
What does your dad do?
Were your parents bom in England?
Do you have any brothers or sisters?
What are their names and how old are they?
Who is living in your home?
If parents separated: Is your mum or dad in a new relationship? Who with? Do thev 
live with you? ‘
Do you have any stepbrothers or stepsisters? Do they live with you?
Who else is important to you that is not in your immediate family?
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SECTION 2: How do adolescents with ADHD perceive the nature of their 
relationships with family members?
Ok, now I’ve got an idea about who is in your family. I’d like to ask some questions 
about how you see your family relationships. Is that OK with you?
I am going to ask you to tell me a bit about your relationships with each of the people 
in your family.
If family > than 4 or 5 say: It looks like you have a lot of people in your family, so 
we’ll start off by talking about your parents (step-parents) and brothers and sisters 
(step-siblings) and see how we get on. Who would you like to start with?
1. Ok, lets start with . Can you tell me about an important experience that
involved you and_ ? Tell me about something that stands out in your mind.
Prompts
• Can you tell me a bit more about that?
• Just tell me about something that you can think of, that you did, or remember 
happening when you were together, something that is important or significant 
to you.
• You do not need to remember the exact details, just give me the general idea 
of something important that has happened.
• How did you feel when that happened?
• Is that the sort of thing that usually happens when you are with ?
• Does usually behave like that with you?
2. Overall, how would you say that you get on with
Prompts
• Do you get on better with them at some times more than others?
• When do you get on with them best? Can you give me an example?
•____What are the good things about your relationship with___ / having as
your ?
• When do you get on with them worst? Can you give me an example?
• Do you ever argue with ?
• What are the bad things about your relationship with / having as
your_______ ?
• How do you think feels about you?
• Do you think they like you?
• Do they wish you were different?
• Do you often feel like that about your relationship with___ ?
• When have you not felt like that?
• Is there anything that you can do to change the way you get on with ?
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3. Imagine yourself being friendly and helpful with________ . How do you think
 would react?
Prompts
• Can you tell me what you think would be most likely to happen?
• What do you think would do? How would respond to you?
• Why do you think would react like that?
• What would you do then?
• Do you think that you could influence ’s reaction?
• How could you do that?
4. Imagine your were angry with How do you think   would react?
Prompts
• Can you tell me what you think would be most likely to happen?
• What do you think would do? How would respond to you?
• Why do you think would react like that?
• What would you do then?
• Do you think that you could influence ’s reaction?
• How could you do that?
OK, lets move on, who in your family would you like to talk about next? Repeat 1-4 
for each person in the family.
SECTION 3: What are adolescent’s perceptions of the effects of their ADHD 
diagnosis on their family relationships?
Now Fd like to ask you some questions about what it feels like having ADHD, would 
that be OK with you?
5. Can you tell me what the term ADHD means to you? How would you 
describe it?
Prompts
• What is ADHD?
• What do you understand by the term ADHD?
• What does it feel like to have ADHD?
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6. Can you tell me how you feel about taking Ritalin?
Prompts
• Are you happy to be taking Ritalin?
• Would you rather not take it?
• How has it made a difference to you?
• What do members of your family think about you taking Ritalin?
• Who thinks that?
7. Do you think that having ADHD makes a difference to how you get on with
people in the family?
Prompts
• If so, how does it affect your relationships?
• Which relationship does it affect the most?
• Why do you think it has this affect?
• What problems does it cause with people in the family?
• Do you think that there is anything that people in your family like about the 
ADHD.
8. Do you think that taking Ritalin makes a difference to how you get on with 
people in the family?
• If so, how does it affect your relationships?
• Which relationship does it affect the most?
• Why do you think it has this affect?
• What problems does it cause with people in the family?
• Do you think that there is anything that people in your family like about you 
taking the Ritalin?
SECTION 4: Debrief
OK, we are coming to the end of the interview. Before we finish, I wanted to ask you 
what it has been like talking to me?
Is there anything I haven’t asked you that you would like to tell me about?
Can you tell me how you are feeling now? If ten is the happiest you could possibly be 
and one is the saddest you could possibly be, what number would you give yourself? 
(Show scale) Explore any changes in mood.
We have talked about lots of things today. Is there anything you would like to say to 
your family about it when we meet them in a minute?
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Appendix 8:
Participant consent form (prior to interview)
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Unis
University  
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
Participant Consent Form 
(Prior to Interview)
Name of researcher:
Anna Manners
Study Title:
Perceptions of femily relationships among adolescents with ADHD.
1. I have read the information sheet dated (version ) for
the above study, and have had the opportunity to ask questions.
2. I understand that my taking part is voluntary, and that I am free 
to withdraw at any time.
3. I understand that I can stop the interview if I don’t want to take 
part, and that I do not have to give a reason.
4. I understand that the interview will be taped,
5. I agree to take part in this research.
S c h o o l  of
Human
S c i e n c e s
Please initial box
□
□
□
□
□
Name o f Participant: Date: Signature:
Name of Researcher: Date: Signature:
One copy for the participant, one for the researcher, and one copy to be kept with the 
hospital notes.
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Appendix 9:
Sample interview transcript
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1 Introduction paragraph
2
3 I: OK, in terms of you are feeling now. If 1 is the saddest you could
4 possibly be and 10 was the happiest you could possibly be, what
5 number would you give yourself?
6 P: Between 8 and 9
7 I: Between 8 and 9, so pretty good then?
8 P; Yeah
9 1: OK. Good. What I wanted to start by doing is draw out a family
0 tree with you. So that I know who is in your family. You may have
1 done something like this before. F11 use squares for males and
12 circles for females. So if we start with you. WeTl do a square for
13 you. And you like to be called Mark?
14 P: Mmhum
15 I: What’s your date of birth?
16 P: XX of the first, 1990.
17 I: Which makes you thirteen?
18 P: Yeah
19 I: It was your birthday last month?
20 P: Mmmhum
21 I: What school do you go to?
22 P: X school
23 I: X school. How is that spelt?
24 P: Child spells name of school
25 I: And where is that?
26 P: In Y town
27 I: Right this next level is for the next generation. I’ve met your
28 mum. What’s her name?
29 ; P: Marion
30 I: And what does she do for a living?
31 P: Nurse
32 I: And what about your dad?
33 P: Err. He works at 02
34 I: Is that?
35 P: It’s a mobile phone company
36 I: And what’s your dad's name?
37 P: Ken
38 I: OK, and your parents are together?
39 P: Yep
40 I: OK, so we don’t need to do anything else there. And do you have
41 any brothers or sisters?
42 P: Two brothers?
43 I: Two brothers? Are they older or younger than you?
44 P: Ones older and one’s younger. Three boys. So your mum is out
45 numbered?
46 P: Yeah (laughs)
47 I: OK so tell me about your younger brother
48 P: His name is Taylor. And he’s in year seven at X school
49 I: So how old does that make him?
50 P: Eleven
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1 I: Eleven. And what about your older brother?
2 P; He’s sixteen. In year eleven at X school.
3 I: So which year are you in?
4 P: Eight
5 I: And what’s his name?
6 P: John
7 I; OK. So you’re all at the same school?
8 P: Yes
9 I: And is it the five of you living together in the family home then?
10 P: Mmhum
11 I; So what we do is put a circle round you, that shows that you are
12 all living together. Um, who else is important that isn’t in your
13 immediate family?
14 P: Probably my cousin
15 I: OK, and is that on your mum’s side or your dad’s side of the
16 family?
17 P: My mum’s
18 I: And is that her brother’s or her sister’s child
19 P: Sister
20 I: OK, so your mum has a sister. What’s her name?
21 P:Jan
22 I: What’s that short for?
23 P: Her real name is Kate. But, um because she’s the youngest my
24 Granddad used to call her Jan. So she became Jan
25 I: So Jan is married to?
26 P; Mike
27 I; Mike and Jan
28 P: Jan and Mike
29 I: And what is your cousin’s name?
30 P; Derek
31 I: So they have a son called Derek. Have they got any other
32 children?
33 P: Yes they have a daughter called Katie. And, um Jan’s also a
34 nurse, and Mike’s a policeman.
35 I; A policeman?
36 P; Yeah, he’s in traffic
37 I: OK so what about grandparents, do you have grandparents
38 around?
39 P: Yeah
40 I: OK. So what about on your mum’s side?
41 P: I’ve got one Granddad. My Nan died in 2000.
42 I: So I guess you sort of remember your Nan well cos that’s not too
43 long ago?
44 P: Yeah
45 I: OK. And you Granddad is still around?
46 P: Yeah
47 I: Do you call him Granddad?
48 P: Pop
49 I; So he’s Pop
50 P: Yeah, they’ve all got weird names. His real name is Ted.
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1 I: Right
2 P: But we call him Pop
3 I: And what about on your dad’s side, do you have grandparents
4 there?
5 P: Yes. Both of them. Nan and Granddad
6 I: OK
7 P: We call Nan, Nanny Pam though
8 I: Nanny Pam?
9 P: Yeah. We go Nanny Pam...
10 I: Right so you’ve got um, two brothers. And there are five of you
11 living at home. You’ve also said that Derek is really important so
12 we will try and talk about him if we have time,
13 P: Yeah
14 I: Or you might choose to talk about one or more of your
15 Grandparents. I’m finding that, um, in doing these interviews,
16 people normally have the chance to talk about four or five people.
17 P: Yeah
18 I: So it would be really important to talk about the people in your
19 family and then we’ll choose one or two other people that you want
20 to talk about
21 P: Yeah, and my dad’s got a brother
22 I: OK
23 P: And my dad’s brother’s got a girlfriend called Trudy
24 I: Trudy. Is she German?
25 P:No
26 I; That’s a German name. What’s his brother called?
27 P: Clive
28 I: OK. And he has a girlfriend. OK, right you have got quite a big
29 family. In terms of who we talk about, who would you like to start
30 with if we do your immediate family first?
31 P: Probably John
32 I: Ok so your older brother. Lets start there then. What I’d like you
33 to do is tell me or think about an important experience that involved
34 you and John. Just something that stands out in your mind that you
35 did together
36 P: Now I do feel like I’m with the police (laughs). It’s all bad stuff
37 we’ve done that I can remember
38 I: OK, well that’s fine, it doesn’t all have to be good. It might not all
39 be good.
40 P: It’s only bad stuff that I can remember
41 I: Can you give me an example?
42 P: You are positive that this tape will be destroyed?
43 I: Yes
44 P: We went and stole a sofa together
45 I: You?
46 P: Went and stole a sofa
47 I: Right
48 P: With his mates
49 I: Right so is that typical of your experiences with John, would you
50 say?
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1 P: Well, that’s the only, really, really, sort of stuff that we, well
2 really that’s the only thing that I can remember. Apart from when
3 he takes me to Laser Quest with his boss.
4 I: Right, ok, which stands out in your mind more?
5 P: Laser Quest
6 I; So tell me about what happens when you go to Laser Quest with
7 John
8 P: Well, we err play manic 45, which is basically a 45-minute game.
9 And then we come out and go to MacDonald’s or Burger King or
10 somewhere like that and get some food. And then we just cruise
11 around for a bit, like
12 I: Right, and is it good to be going out with your older brother?
13 P: Yeah
14 I: Is he in charge?
15 P: He tries to be
16 I; And how do you get on when you do that
17 P: Well, we get on quite well
18 I: And when he takes you to Laser Quest, how do you feel about
19 that?
20 P: Well I feel like, that he’s being really nice to me, because he’s
21 like gone out of his way to take me to Laser Quest with him. Cos
22 his boss has persuaded him to. And I just feel really happy that he’s
23 like come and asked me to go Laser Quest with him
24 I: Why is that?
25 P: Cos I enjoy it
26 I: Right, and is that the sort of thing that usually happens when you
27 are with John, that he sort of includes you in things?
28 P; No, not all the time. Like, err when we go out with his mates,
29 like, he’s got these remote control cars, and some of them are
30 turbots and have two speed gear boxes and stuff, and he’s like
31 showing off with them. And so I don’t like get included that much.
32 I; So how does it feel when you aren’t included, it sounds like you
33 feel happy when you are?
34 P: Well, it’s kind of in between, I kinda feel upset because he’s
35 brought me out and then he’s not included me. Like he’s, but then
36 I’m also happy because, because he’s brought me out.
37 I: Mm. OK. Does he usually behave like that with you? Take you
38 out with him?
39 P:No
40 I: Overall then, how would you day that the two of you get on?
41 P: Pretty well. I mean he’s mostly out all the time. And like, the rest
42 of the time he can’t do anything because he’s revising for his
43 GCSE’s, or he’s out. Yeah
44 I: So maybe you don’t see as much of him as you’d like to?
45 P: No, not really
46 I: When do you get on with him the best?
47 P: When he takes me out and when like when we’re doing stuff
48 together. Because he’s like a mechanic sort of thing. He’s got like
49 really good abilities with mechanics and all that. We build like go
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1 karts together, building go-karts. And like we try and have a go at
2 my motorbike, and also the go-karts and stuff like that.
3 I: Right so that’s when you get on best when you are doing
4 mechanical stuff together
5 P: Yeah and other stuff like that
6 I: And would you say are the good things about having John as your
7 big brother?
8 P: He can stick up for me
9 I: Right. Can you say a bit more about that?
10 P: Well, when he first went to our school, he didn’t have the best of
11 reputations because people thought he was gay and stuff like that.
12 And like now, I ve inherited that reputation because he had it sort of
13 thing, sort of because like everyone didn’t like him and now they
14 don’t like me, sort of sort thing, because of his reputation
15 I: So what does he do about that?
16 P: He tells them to go away and leave me alone most of the time
17 I: It sounds good that you have someone to look out for you?18 P: Yeah, most of the time when I get to see him
19 I. That s good. Um, what about, when do you get on with him the
20 worst, or when do you not get on with John?
21 P; When he’s trying to show off, yeah and when he’s telling lies
22 about stuff that he’s done and stuff like that, and I correct him, and
23 then I go “Oh no you didn’t”. That’s when I don’t get on with him
24 like
25 I: Do you ever argue with him?
26 P: Not really
27 I: Ok, so sometimes you don’t get on but you don’t argue?
28 P: Yeah
29 I: OK, so what are the bad things then about having John as your
30 brother, you’ve told me about some of the good things like him
31 sticking up for you, what are the no so good things?
32 P: Um err, just the fact that err, like when he’s allowed to go out
33 and I’m not allowed to go out because he’s older. Like at the
34 moment I’ll really be glad to be seventeen. And he’s not long off
35 being seventeen.
36 I: Right, so there’s a bit of you that envies that he’s older than vou?
37 P: Yeah there is
38 I: How do you think he feels about you?
39 P: Ermm. I dunno really. Erm Sometimes he thinks that I’m all right
40 and we get on really good but other times he sees me as a nuisance
41 I; What might make him think of you as a nuisance?
42 P: Like when I, like if I embarrass him. Like when me and him went
43 out with his mates and nicked them sofas, like he didn’t do
44 anything. I was the one like that pushed it all the way home. Like
45 and he didn’t do anything and everyone was like going, cos like,
46 everyone like (mumbles) and everyone was like, was feeling like
47 relief, and was like “look at your little brother” (mumbles) and stuff
48 like that
49 I. It sounds like that in that situation you had more front than him
50 and that embarrassed him?
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1 P: Yeah, and it made him feel bad towards me
2 I; Does that sort of thing happen a lot? That you’re more like that?
3 P: What do ya mean?
4 I: That you’ve got more front. Is that what sort of usually
5 embarrasses him?
6 P. Yeah, it is. Because everyone thinks that I’ve got more bottle that
7 him
8 I: More bottle, right. Would you say that you have?
9 P; Probably, yeah
10 I; Imagine yourself, like being really friendly and helpful towards
11 John. How do you think he would react?
12 P: I don’t think that anything would change. Cos like lately I’ve
13 been trying really hard, cos his phone got nicked, I lent him my
14 phone, and, gave him credit and stuff like that and I haven’t asked
15 for any money at all, and stuff like that, and his attitude still hasn’t
16 changed.
17 I; And what is his attitude?
18 P: Just the same
19 I: Which is?
20 P; That I show him up, and really annoy him and stuff like that. And
21 if I generally do anything extra, like (mumbles)
22 I: If you are being friendly and helpful?
23 P: So there’s no real change in what he’s like
24 I: And when he’s being horrible what sort of things does he do?
25 P: He like gets down and ties my hands behind my back. And he
26 just says horrible stuff
27 I: So it sounds like then, what would you expect him to do if  you
28 were to go home and be friendly and helpful to him today. What do
29 you think he would actually do?
30 P: Probably, he cos, he wouldn’t take any notice of me. He
31 wouldn’t notice anyway. He’d probably just respond the same as he
32 would as if  I was being horrible.
h Ri^ht. So what would he actually do then if he was responding
34 the same? ^
35 P: He’d just, like um, “Oh yeah, shut up, go away”. Yeah, like just
36 go away or whatever
37 I: Right. Why do you think he’d react like that if  you were being
38 friendly and helpful?
39 P: I dunno, like, he just doesn’t notice. Like he’s just, doesn’t
40 realise when people are like helping him sometimes '
41 I: Right, how does that make you feel about helping him?
42 P: I just feel like there’s no point in doing it
43 I: Right. What about if you were feeling angry and argumentative
44 towards John. How would he react then?
45 P: He’d go like, “go away” (mumbles) and like that (gestures)
46 I; So he’d say go away or he’d hit you?
47 P; Yeah
48 I: And why do you think he’d react like that?
49 P: Because he thinks it the way to make me go away
50 I: Right. And what would you do?
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1 P: Not a lot really
2 I: Do you think you’d go away or carry on being angry?
3 P: I’d probably carry on
4 I: Right
5 P: Because he just threatens me like that
6 I; Right, OK. Is there anything else that’s important about your
7 relationship with John that we haven’t talked about or should we
8 move on to talk about someone else?
9 P: No, not a lot else
10 I: Who do you want to talk about next?
11 P: Um probably Derek
12 I. OK. Lets do Derek next. But lets also try and talk about the other
13 people in your immediate family. Lets talk about Derek. Can you,
14 just like you did for John can you tell me about an important
15 experience that’s involved you and Derek? Something that stands
16 out in your mind?
17 P: Um do you know where X park is?
18 I: No
19 P; Well basically it’s this lake and you can go swimming in it and
20 stuff like that. And um, that stands out. And the other thing is that
21 he does scuba diving and he takes me for try dives and stuff like
22 that. He does scuba diving in the swimming pool and stuff like that
23 I: I forgot to ask you how old he is
24 P: He’s thirteen as well but he’s in year nine
25 I: Right, cos you’re in year eight. Is he at your school?
26 P: No he’s at Y school
I. Right, can you tell me about a time when you went scuba diving
28 together then?
29 P: Not last, yeah, last Friday
30 I; Right.
31 P: Friday after school
32 I; And how did that come about?
33 P: Well they just heard from bloke that teaches all the scuba diving,
34 that they were doing a try dive and told my dad about it and asked '
35 me
36 I: How did you feel to be invited?
37 P; It felt (mumbles) I don’t know really. Its just like I’ve been
38 meaning to do scuba diving for ages. And to finally get the chance
39 it just like, um
40 I: A good thing?
41 P: Yeah
42 I: And how did it feel that Derek thought to ask you?
43 P: Made me feel better than anyone else really. Sort of
44 I; Right so it was a good feeling that he’d chosen you?
45 P: Yeah, yeah
46 I: And how did that make you feel to be chosen over other people?
47 P: Basically, it makes me feel closer to him really, as a friend
48 I: He’s a friend as well as a cousin?
49 P: Yeah
50 I: Is that typical of your experiences with him?
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1 P: No not really. In fact we just go out, we’re the same so, stuff like
2 that
3 I: Does he typically ask you do things with him?
4 P: Yeah, he’s basically the same really. Yeah, if I wanna go and do
5 the same things, we go and do the same
6 I: Overall the, tell me about how you think you get on with him?
7 P: Well sometimes we have out little arguments. But generally we
8 get on really well
9 I: It sounds like you get on with him better at some times than
10 others. When do you get on with him the best?
11 P: When we’re out
12 I: Right, doing?
13 P; Well we just meet friends and stuff like that, and then we go in
14 my room. And we get on really well. Cos now we are starting to
15 understand that we’ve got to make the decision, if  we go, go
16 together, what’s gonna happen, what we’re gonna do and stuff, just
17 decisions like that
18 I: So you discuss and decide things together and you get on well
19 when you’re doing that sort of thing?
20 P: Yeah
21 I: What are the good things about having him as your cousin?
22 P; Well he sticks up for me a lot as well.
23 I: Does he?
24 P; Yeah
25 I; What sort of things does he do?
26 P: Well, if anyone starts on me says anything that’s really larey, he
27 just tells them to go away, or he’ll beat them up and stuff like that
28 I: When do you have your little arguments then?
29 P; Well, like when we’re bored and we’ve got nothing to do. One of
30 us will come up with a suggestion and the other will go oh that’s a
1 crap idea, and then it will be oh, well it’s only a suggestion, and
32 then, well its crap, like that
33 I: Does it happen a lot?
34 P: Yeah
35 I: And who usually gets bored you or him?
36 P; Me (laughs)
37 I: And it’s hard for him to find something exciting enough to do
38 that’s worth doing?
39 P: Yeah
40 I: Right, does that happen to you a lot
41 P:No
42 I: Now and again?
43 P: Yeah
44 I: Um, what are the bad things then about having him as your
45 cousin?
46 P: The fact that he’s older than me, and that he’s always punching
47 me, and stuff like that, like in play fights, stuff like that
48 I: Right so you get into play fights?
49 P: No not really, he just starts punching me
50 I: Right, um, how do you think he feels about you?
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1 P: I think he’s quite close to me as well
2 I: Right. What makes you think that?
3 P- Well, it s the fact that he calls me up and says '^do you wanna go
4 out somewhere?” And like, there’s a code for doing, going out with
5 your mates from school
6 I. So again it s the fact that he thinks to ask you, like with the scuba
7 diving?
8 P: Yeah
9 I. Imagine yourself being really friendly and helpful towards him.
10 How would he react?
11 I; He’s probably be nicer to me as well
12 P: Right what would he do?
13 I; I dunno, he’d probably just lend me his phone and stuff stuff like
14 that
15 I: And why do you think he’d do that?
16 P: Because I’ve been nice to him
17 I; So being nice back keeps it going?
18 P: Yeah
19 I: What about if  you were angry and argumentative towards him.
20 What would he do then?
21 P: He’s probably hit me and tell me to go away
22 I; Right. Why do you think he’d do that?
23 P: Because of like, because I was getting angry and argumentative.
24 And like I’ve just done up my bike, and I’m usually afraid that it
25 will come down to destroying my bike, and I don’t want that to
26 happen.
27 I; What that he would?
28 P: Yeah (laughs)
29 I: Why do you think he would destroy your bike?
30 P: Not that he’d destroy it but like scratch the paint or something
31 like that, or put chips in it, something like that
32 I; Right, it sounds like he might do something quite drastic if  you
33 were angry and argumentative towards him?
34 P: Yeah
35 I: What would you do then?
36 P; To be honest with you I dunno
37 I: Right
38 P: It’s very hard to say
3  ^ h OK, it sounds to me like you re close to him but you have some
40 ups and downs
41 P: Yeah
42 I: Anything else about your relationship with him that I haven’t
43 asked you about that’s important?
44 P: No not really
45 I: Ok, what we’ll do then is talk about the next person in your
46 family. Um, shall we pick someone else now in your immediate
47 family cos it would be good to talk about all of those? So maybe
48 either Taylor or your mum or your dad?
49 P; Probably dad
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91 I: Right. So can you tell me then about an important experience
2 that s involved you and your dad?
3 P: Well, he’s helping me up my motorbikes
4 I: You have motorbikes?
5 P: Two
6 I: Two motorbikes at thirteen?
7 P: Yeah
8 t  So tell me what’s happening there then, with him helping you?
P: Well, basically they are two rubbish ones and we’re trying to
10 make one good one out of two the rubbish ones. So it’s like a little
11 project and he just helps me with it
12 I: Whose idea was it to set the project u d ?
13 P: Mine
14 I; Ok so did your dad help you to get the two bikes?
I < f  swapped them for a trouser press with his mate (laughs)
16 I. Right (laughs) wow. So your dad got hold of two bikes and now
17 you re working on the two of them together to make them into one 
to good bike?
19 P: Mumhum
20 I: So you had the idea and then your dad..
21 P: Well, no not really, cos he usually uses my ideas, like stuff like
22 that that against me almost, like erm, well not exactly, but like if  I
23 have an idea and I have, like err I want to do something like make a
24 go kart, he says like “we’ll do it i f ’ like, oh he’ll say like “your
25 behaviour isn’t too much to be desired at the moment, unless you 
20 start to behave yourself, you won’t be able to do it ”
27 I: Right
28 P: And I say "why?”, and he comes up with all these excuses about 
49 being dangerous with tools in the garage and stuff like that
30 I; You’re being dangerous?
31 P; cos he’s got loads of power tools and a bid old compressor 
4>2 and stuff like that in the garage so
33 I: Right, so the situation with the motorbike is different from your
34 usual experiences of your dad. From what you are saying cos you 
^5 are actually working on the bikes together whereas sometimes he
36 says you can’t do that cos your dangerous with tools. Is that right?
37 P: Nearly ® '
38 I: OK
39 P: He kinda uses it, he kinda uses it as a tool to make me behave 
4Ü almost
41 I: Right Ok
42 P; He goes, like “right I’ll take your motorbikes down the dump if
43 you don’t start behaving yourself’
44 I; So he agreed to it but now it’s become conditional on your
45 behaving?
46 P: Yeah, he uses it as a tool
47 I: So as long as you’re behaving he helps you with the bikes, if  you
48 start playing up it will be, like your bikes are going?
49 P: Well no, he loves them as well so, he just threatens but he
50 wouldn’t
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1 I: So it’s a threat?
2 P: Yeah, so he wouldn’t actually take them down the dump he just
3 wouldn’t do any work on them with me
4 I; Ok, so how does it feel when you are working on the bikes
5 together
6 P: Mmm, sort of, sort of um, I dunno. Well, just the fact that I’ve
7 got two bikes at thirteen and I’m working on them with my dad at
8 thirteen and not many other kids can do that. And not many other
9 kids parents, like would have the ability to, or would have anywhere
10 to keep them and work on them or can just have the mechanical
11 knowledge to do it
12 1: It sounds like you feel quite proud?
13 P Yeah
14 1: And how does it feel that your dad chooses to do that with you?
15 P: Well it makes me feel more important as well because he’s
16 chosen me, over the other two as well
17 1: As opposed to Taylor and John?
18 P: Yeah, because I’ve always been interested in motorbikes and I’ve
19 always been asking if 1 can get one, so, yeah
20 1: That experience sounds like a bit of a mixed one, it sounds like
21 you feel important and proud of your dad and there is something
22 really good about having two bikes, which you are working on. But
23 it sounds like a bit of a double edged sword cos sometimes you get
24 threatened not to work on them if  you aren’t behaving?
25 P: Well not exactly threatened. It sounds worse than it actually is. 1
26 made it sound like he’s horrible and he isn’t. He’s really nice
27 1: Does he normally behave like that with you, like doing joint
28 projects?
29 P: Yeah
30 1; What other sorts of things?
31 P: Well there’s my petrol remote control car. He helps me do that
32 and stuff like that
33 1: Overall, how would you say that you get on with your dad?
34 P: Very well, yeah, like when 1 think, when 1 think about all the
35 children that actually get child abuse from their parents, 1 just think
36 1 am veiy lucky that 1 just have parents that don’t, that would never
37 touch me in their life, let alone having parents that help me do up
38 my motorbike and petrol remote control cars and stuff like that. 1
39 just feel really lucl^, having my parents
40 1: And when do you get on with your dad the absolute best?
41 P; When we are doing something, like when we are doing our little
42 projects
43 1: And why do you think you get on so well when you are doing
44 your projects?
45 P: Because I’m in a good mood which puts him in a good mood
46 1: Right so what happens then when you are not in a good mood?
47 P; He’s not in a good mood because I’m in a bad mood. And when
48 I’m in a bad mood 1 usually do stupid things like breaking stuff,
49 stuff like that
50 1: Right
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1 P: So when I’m like in a good mood, I’m not like doing anything
2 bad, so it puts him in a good mood.
3 I: So how you get on can depend on your mood?
4 P: Yeah
5 I: You get on with best when you are in a good mood and doing
6 joint projects. What would you say are the really good things about
7 having him as your dad?
8 P: Well going back to the thing where I think about the child abuse
9 from the parents, I just think that I’m lucky to have parents that
10 would never touch me in their life, let alone a dad that helps me do
11 up motorbikes and stuff like that
12 1: And when do you get on with him not so well?
13 P: If I’m in a bad mood
14 1: Any other examples?
15 P: When I’m being stupid, like when I’m bored and can’t find
16 anything to do, 1 just mope around and 1 slam doors and stuff like
17 that and go like I’m bored. And then that puts him in a bad mood
18 because I’m going round slamming doors and stuff like that and
19 because of that 1 put him in a bad mood.
20 1: Ok, and are there any not so good things about having him as
21 your dad
22 P: Erm
23 1: There don’t have to be
24 P: There’s nothing that comes into my head about my mum or my
25 dad that’s bad
26 1: Um, and how do you think your dad feels about you?
27 P: Hard to say really, 1 dunno. 1 couldn’t tell you to be honest
28 1; Ok. Imagine yourself then being really friendly and helpful
29 towards your dad. How do you think he would react?
30 P: He’s probably be really nice back
31 1: Would he?
32 P: Yeah
33 1; What sorts of things would he do?
34 P: Like if 1 was being really nice and helpful he’d say “Oh Mark
35 I ’m going in the garage now, wanna come?”
36 1: Right, so you’d end up doing something that you love doing?
37 P: Yeah
38 1: Why do you think he’d react like that?
39 P: Because he thinks that, 1 dunno really, it goes back to the, 1 think
40 it goes back to the erm, “oh if you don’t behave you wont be able to
41 go in the garage and do your motorbike”. So, and 1 think that he
42 thinks that it’s only fair that if 1 do behave then 1 get to do it, like if
43 1 behave that 1 get to go in the garage.
44 1: So is he rewarding you?
45 P: Yeah
46 1; And what would you do then?
47 P: That would put me in a good mood, which would put him in a
48 good mood.
49 1; So that would be good?
50 P: Yeah
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1 I: And what about if you were being angiy and argumentative
2 towards him. How would he react then?
3 P: He’s probably just send me to my bedroom and tell me to calm
4 down.
5 I: Right. Why would he do that?
6 P: Well as I say, as my parents have never touched me in their life,
7 they don’t wanna start doing it now. And when I get angry and
8 argumentative I like get really rude, and stuff like that, and if  I get
9 really rude, there’s more chance of my parents, like if I’m really
10 rude to my parents, then there’s more change of them hitting me
11 and they don’t want to do that. So, yeah, they don’t wanna do that
12 so they just send me up to my bedroom.
13 1; Right
14 P: To calm, till 1 calm down
15 1: Right. And what would you do then if  you were sent to your
16 bedroom to calm down?
17 P: Probably just lie on my bed
18 1: Right
19 P: Or, when they do this, 1 really hate it like, sometimes when I’m
20 being really rude, they are really nice back to me and it makes me
21 feel that big (gestures)
22 1: Ok, so sometimes they send them to your room, but sometimes
23 they are really nice back to you?
24 P: And it makes me feel really small
25 1: That’s interesting. Why do you think that they do that?
26 P: They think, like, I’m, well they know that 1 hate feeling that big,
27 so, 1 wouldn’t get rude and argumentative
28 1: Why does that make you feel that big?
29 P: Because I’m just being really rude to em, and they’re just being
30 nice back, and they’re not being rude or anything back to me,
31 they’re just being really nice, and it just makes me feel really small.
32 1: Is that cos
33 P: Its just the fact that I’m being really horrible and they’re being
34 really nice to me
35 1: That’s a really interesting strategy, 1 haven’t heard of that one
36 before
37 P; Mmm
38 1: And you hate that?
39 P: Yeah (laughs)
40 1: OK, so is there anything else about your relationships with your
41 dad?
42 P: No
43 1: What about your mum then? We might as well go her next and
44 then do Taylor. Um can you tell be about an important experience
45 that’s involved you and your mum. Something that stands out in
46 your mind?
47 P: We rode to Kingston on our bikes and back.
48 1: How far is that?,
49 P: Thirty-two miles there and back
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1 I: Right, so seventeen, or sixteen each way. That’s a long bike ride.
2 Why does that stand in your mind?
3 P: rdunno she was just really nice to me that day
4 I: Tell me a bit more about that
5 P: We was just cycling, and we were just talking and stuff like that
6 I: Were you on your own, just the two of you?
7 P: Yeah
8 I: What sorts of things were you talking about?
9 P: Can’t remember
10 I; But you remember it as a nice experience and that she was being
11 nice to you?
12 P: Yeah
13 I; Why do you think that stands out in your mind. A situation where
14 you are on your own and
15 P: Well usually, in my family we all get treated equally. And, err, 1
16 like being the centre of attention. And cos, it was just the fact that, it
17 like was just me and my mum, made me feel like 1 was the centre of
18 attention which was really nice
19 1: How did being the centre of attention feel for you?
20 P; 1 don’t know
21 1: How does it feel?
22 P: 1 duuno, its just like different, um, cos we all get treated equally,
23 and like me like being the centre of attention, its like weird
24 1: Weird positive?
25 P: Yeah
26 1: Weird but a pleasant experience?
27 P: Yeah
28 1: And does your mum do that sort of thing often with you
29 P: Nah. Not really, not that sort of thing. She takes us swimming
30 and stuff life that
31 1; So she treats you all equally, but when you went on the bike ride,
32 and you were the centre of attention for that time. Does she do that
33 with you often. Takes you to do things by yourself?
34 P; No, not really. She hasn’t really got the time anymore because
35 we all go to secondary school now and she gets more hours at work.
36 Yeah, so
37 1: So that’s why it stuck out. Is it similar in any way to when you
38 are doing things with your dad by yourself, is it a similar sort of
39 feeling?
40 P: Yeah
41 1: That feeling of being the centre of attention?
42 P; Yes. That’s what 1 like
43 1: Overall, how would you say that you get on with your mum?
44 P: Very well, going back to the child abuse thing, 1 just feel lucky
45 that my parents have never laid a finger on me
46 1: That sounds like something that’s really important to you?
47 P: Yeah it is. 1 don’t get beaten up
48 1: So it’s really positive that she doesn’t beat you up
49 P: Yeah
50 1: What are the other reasons that you get on very well?
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1 P: Just the fact that she’s being nice. And she always is
2 I: What other nice things does she do for you?
3 P: She always like takes me out, like whenever I need to go like to
4 the model shop to get petrol or something like that, she always takes
5 me. And when I wanna go out on my bike she always lets me, or go
6 out with Derek. And when I need to borrow money, she mostly lets
7 me. Stuff like that
8 I: And when do you get on with her the best?
9 P; When I’m on my own with her
10 I; And why do you get on better when you’re on your own?
11 P: I dunno, erm, cos I’m the centre of attention, so to speak
12 I: How do you feel when your own with her?
13 P: It’s a weird feeling, I couldn’t name it
14 I: I’ll see if I can help. How do you, do you have any sort of
15 feelings inside, or emotions?
16 P: Yeah, happy
17 I: And how does it make you feel about yourself?
18 P: Good
19 I; So you get on best when you’re on your own. What would you
20 say are the good things about having her as your mum?
21 P: Probably basically that she’s never laid a finger on me
22 I: So that’s important
23 P: Really important
24 I: When do you get on with her not so well?
25 P: When I’m like in a bad mood, and moody with her
26 I: What happens then?
27 P: She usually gets upset
28 I: And what does she do?
29 P: She just, I dunno, she goes out of the room, or goes “get out of
30 my sight” and stuff that
31 I: How do you think your mum feels about you?
32 P: I dunno, it’s hard to say. Because there’s three of us and they
33 treat us all equally, it’s hard to say really.
34 I; OK, Imagine then yourself being friendly and helpful towards
35 your mum, how do you think she’d react?
36 P: She’d be really nice to me as well, I dunno, she’d just be in a
37 good mood, which would like, be like, be a better chance of me
38 being allowed to go out
39 I: What would you do then if  she was in a good mood?
40 P: Probably happy
41 I: What about if you were angry and argumentative towards your
42 mum?
43 P: I wouldn’t be allowed to go out. Or I’d have to go to my room
44 I; Right, why do you think she’d react like that?
45 P: I dunno
46 I: Anything else about your relationship with your mum?
47 P: Erm, no
48 I; Do you want to talk about Taylor then
49 P: No (laughs)
240
1 I: Tell me about an important experience which involved you and
2 Taylor that stand’s out in you mind
3 P: I don’t think there is one
4 I: It doesn’t have to be positive, or negative, you don’t have to
5 remember the exact details, just something that you did together
6 that pops into your head
7 P; I can’t remember anything
8 I; Anything? Do you not do things with Taylor?
9 P: No, not really
10 I: What have you done with him, when you have been together?
11 P: In Wales we went quad biking, stuff like that, go karting, and
12 stuff like that
13 I: How did you get on with him when you did that?
14 P: Well
15 I: So you don’t do a lot together, but is that typical of your
16 experiences of him when you do things together? That you do
17 things together that you enjoy
18 P: Yeah
19 I; How did you feel when you went quad biking with Taylor?
20 P: It was fun, really good ftin
21 I: Right. How do you feel in general when you spend time with
22 him?
23 P: Well, me and Taylor don’t really get on that well. Mostly we
24 argue
25 I: Can you tell me about the sorts of things you argue about?
26 P: Well, erm, I dunno, just an argument starts off, I say “get away
27 from me” and stuff like that. He knows full well that he annoys me,
28 so when I hit him, he knows I’ll get told off, and he starts yelling
29 and stuff
30 I: So he’ll like provoke you, and you hit him, and then you get into
31 trouble?
32 P: Yeah
33 I: Is that that typical of your experiences with Taylor?
34 P: Yeah
35 I: So it was hard for you to think of something that sounded a bit
36 positive
37 P: (laughs)
38 I: Cos usually you’re having fights?
39 P: Yeah
40 I: OK. So how do you feel when Taylor does that to you?
41 P: I feel really angry towards him
42 I: Right. How often does that happen?
43 P: A bit more often than I’d like
44 I: Is that daily or weekly or?
45 P: Daily
46 I: Right, gosh. So what sort of things cause you to get on with him
47 badly?
48 P: When he provokes me
49 I: What sorts of things could he do that would provoke you?
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1 P: Well, like when we are like watching telly, we’ve got like a chair
2 that goes back. And then erm, where he sits there its not too bad.
3 But the doors just there. And when he’s in this chair and I wanna go
4 out, he puts his leg over the armrest, and then, so I can’t get past.
5 And then I creep past him, and he starts crying that I’ve hurt him,
6 and then, and he usually ends up screaming cos, then I hurt him
7 basically. He usually does stuff like that.
8 I: Right. Are there any good things about having Taylor as your
9 little brother?
10 P; I stick up for him
11 I: Right. So even though he does all that you stick up for him. In
12 what sort of situations do you stick for him?
13 P: Well, because he’s got like, because one of his ears like, it wasn’t
14 formed properly, so people at school take the mick out of him, so I
15 go over and beat up, beat up the people who take the mick
16 I: Why do you do that for him?
17 P: Because its just out of order, its isn’t his fault and they’re taking
18 the mick out of him. Its just madness, it makes me sick.
19 I: So you stick up for him. Are there sort of positive feelings
20 towards him then that lead you to stick up for him?
21 P: Yeah
22 I: What makes you feel positive about him?
23 P: When he’s not provoldng me. I stop hitting him.
24 I: So you get on badly when he provokes you. What are the bad
25 things, other than that he provokes you, about having Taylor as your
26 little brother?
27 P: Just the fact that provokes me to hit him, he’s always insulting
28 me and stuff like that
29 I: What sort of things does he do?
30 P: Calls me fat and stuff like that. When he’s not exactly the
31 sweetest kid I ever saw
32 I: Right. How do you think he feels about you?
33 P: I dunno.
34 I: It’s a difficult question to answer
35 P: Yeah
36 I: What about if you were being really friendly and helpful towards
37 Taylor, how would he react.
38 P: There would probably be just a slight change
39 I: Right what would he do?
40 P: He’d probably be just a tiny bit nicer, and he wouldn’t provoke
41 me as much, for him
42 I: And why would he react like that
43 P; Because I’ve done something nice for him
44 I: And what would you do then?
45 P: We’d just get along fine
46 I: Does that ever happen?
47 P: Nah
48 I: What about if you were feeling angry and argumentative towards
49 him. What would he do then?
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1 P: He’d just provoke me even more. And then I’d hit him and he’d
2 go of crying, and I usually get into trouble
3 I: Did you want to talk about anyone else. Cos you’ve I know
4 you’ve got your grandparents. Is there like a grandparent or
5 anybody else who is really important you wanted to talk about. I’ve
6 also got some questions I wanted to ask you about ADHD. So did
7 you want to say anything about your relationship with anybody else
8 on your family tree first?
9 P; No. No not really
10 I: Is there anything I haven’t asked you about your relationships
11 with your family that we have talked about?
12 P: No
13 I: Right, OK, well we’re moving on to the last bit of the interview
14 now. I wanted to ask you some questions about what it feels like
15 having ADHD. Would that be all right?
16 P: Yeah
17 I: Can you tell me what the term ADHD means to you? How would
18 you describe it?
19 P: Err, What do you want me to say the first thing that pops into my
20 head when you say it?
21 I; If that’s what you want to do yeah
22 P: Hyperactivity
23 I: Right, so that’s the word that comes into your head. Can you tell
24 me a bit more about that?
25 P: Well, I just get out of control, quite a lot
26 I: What sorts of things?
27 P: I just get, I just do stupid things, like I get really lippy with the
28 teachers at school, stuff like that
29 I; What other stupid things do you do?
30 P: I dunno. Like if I don’t get anything my way then I just go off,
31 sort of thing
32 I: What do you think hyperactivity is then. Cos that’s the word that
33 springs into your head when you think of ADHD. What is
34 hyperactivity?
35 P: I’m not sure (mumbles)
36 I; How do you understand it? because there isn’t a right our wrong
37 answer to that question. I just wanted to know about your
3 8 experience of ADHD.
39 P: Like, its when I just get like, really like, hyper. And I get
40 uncontrollable. Yeah
41 I: And what sorts of things do you do when you get really hyper?
42 P: I’m just really rude.
43 I: And what does it feel like to have ADHD?
44 P: That’s a hard question to answer because I can’t remember a life
45 that I’ve lived without having it. So you can’t really answer that
46 question
47 I: Erm, I suppose then, when you were diagnosed with ADHD, how
48 did that feel?
49 P: Well it didn’t really feel bad or anything, it just, to be honest, I
50 didn’t really care. Well I did but, you know what I mean, it didn’t
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1 really affect me in any way. Just learning it, as far as I was
2 concerned, you just learn more about yourself, and the fact that I’ve
3 got, the fact that I’ve been diagnosed with it, means that there’s
4 something being done about it.
5 I: So that sounds like a positive, that it helped.
6 P; Yeah
7 I: If getting help was positive, what do you think you needed help
8 with?
9 P: I dunno really, the tablets I get have been positive
10 I; That was going to be my next question, are you on Ritalin?
11 P: Concerta
12 I: Is that the one that, erm, I’m not a psychiatrist so, is that the one
13 that slowly releases, you take it once a day?
14 P: Yeah, no, I have to take two
15 I: Right but it’s the slow release one?
16 P: Yeah
17 I: So how do you feel about taking Concerta?
18 P: What do you mean?
19 I; Well you were saying that the tablets make a difference
20 P: Oh right, I just feel more under control. And some days when I
21 don’t take it, I er get rude, well not all the time, but I’m less
22 sensible, usually I don’t think as much about what I’m doing.
23 I: So the Concerta helps you to think?
24 P: Yes
25 I: And to be less rude?
26 P: Mmm. Think about what I’m doing and saying, and what the
27 consequences could be of what I’m doing or saying
28 I: So are you happy to be taking it?
29 P: Yeah
30 I; Erm, are any other ways it helps would, you said it helps you
31 concentrate, no. I’m sorry you didn’t say that. You said it makes
32 you more in control.
33 P: It does help me concentrate as well
34 I: Sorry, I was putting words in your mouth then. So it makes you
35 more in control, less rude, and think about the consequences and
36 you’ve said it helps you concentrate as well
37 P: Yeah
38 I: What about other people, do you think other people have noticed?
39 P: Yeah
40 I: a difference? What do they think?
41 P: Well that I’m not as rude and that I’m more sensible with them
42 because I can think about the consequences of what I’m doing and I
43 can think about what I’m doing before I actually do it.
44 I: So who would have noticed that in you family do you think?
45 P: My mum and dad. Erm, that’s about it. And me
46 I: And you. And what difference do they think they would have
47 noticed in you? You are less rude, is there anything else they’d
48 notice about you when you’ve taken the medication?
49 P: I’ll be more sensible, and as I said I think about what I’m doing
50 more and think about the consequences
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1 I: You were saying that the word hyperactivity creeps into your
2 head when you think about ADHD. How does it have an impact on
3 that. Does it have an impact on that?
4 P: What do you mean?
5 I: On the hyperactivity. Is part of hyperactivity being rude?
6 P: Yeah.
7 I; So the two are linked together for you, kind of when you’re being
8 more hyper you’re more rude?
9 P; Yeah
10 I; Ok, do you think that having ADHD makes a difference to how
11 you get on v^ith people in your family?
12 P: Yeah
13 I; Can you tell me a bit more about that please?
14 P: Well before I was on the medication, I was, lets just say that I
15 was more like easy to set off into my little, tantrums as it were
16 I: So having ADHD, before the medication, made you easier to set
17 off into a tantrum. Err, and which relationships would that have
18 affected the most do you think?
19 P: The ones with my bothers, and maybe just a little bit with my
20 parents
21 I: So has the medication improved how you get on with your
22 brothers?
23 P; Yeah
24 I: How has it improved?
25 P: Well usually now when my brother, like Taylor, tries to
26 interrogate me I just ignore hdm
27 I: So you are more able to ignore him. Do you think that having
28 ADHD causes any problems with people in the family?
29 P: No. Not really
30 I; Do you think that there’s anything that people in your family like
31 about the ADHD?
32 P; I dunno
33 I: A difficult one?
34 P: Mmm
35 I: OK. So we’ve talked about how you get on better with your
36 brothers since you’ve taken the Concerta. Has it made a difference
37 to how you get on with other people in your family? The Concerta
38 now we’re thinking about?
39 P: Mmm, its like, erm er not as easy for me to get into arguments
40 with my cousin
41 I: So its affected how you get on with Derek? How has it affected
42 that?
43 P: Well, I’m not rude or insulting him.
44 I: Did you used to do that before?
45 P: Yeah
46 I: When were you diagnosed?
47 P: Year three, so that was five years ago
48 I: Five years ago. Since you were about eight. So have you been on
49 Ritalin since then, for five years or?
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1 P: No, I’ve been on Concerta for about nine months, no, longer than
2 that, about two years.
3 I: Right and that’s made a difference to how you get on with David.
4 You’re less likely to insult him or get into an argument. Why has
5 that changed?
6 P: Because I guess. I’m not rude, because I think about what I’m
7 doing and the consequences. So basically, it all comes down to
8 when I take it, to me thinking about what I’m doing and the
9 consequences
10 I: So that’s the most positive thing it does for you in tenns of how
11 you get on with people?
12 P: Yeah, it does
13 I: Excellent. So that’s how really it has effected your relationships,
14 that you can think about the consequences, and that has a big impact
15 on your relationships with your brothers and with Derek, and also
16 maybe with your parents as well?
17 P: Yeah
18 I: OK. Which relationship do you think it has affected the most.
19 P: I dunno really. It’s probably affected them all
20 I: Ok, so how do people in the family feel about you taking
21 medication?
22 P: I dunno, I don’t think it makes any change in how they think
23 I: Do you think they are pleased that you take it, or?
24 P: No not really, they’re not exactly pleased that I take it, but
25 they’re not exactly the opposite of pleased
26 I: Right, Ok. You’ve done ever so ever so well today, its been really
27 good talking to you. You have been really open and you’ve given
28 me really good examples of your experiences. So thank you for that
29 P: Thank you
30 I: We’re coming to the end of the interview. Before we finish I just
31 wanted to asked how its has been for you
32 P: Really good, because, the fact that you’ve given me all the
33 information about it, and about destroying the tapes and everything
34 like that, and that I’m actually helping you with your studies and
35 stuff like that.
36 I: Good, and you really have, its really good because I want to try
37 and understand more about, about how kids with ADHD feel. So,
38 erm, you know, it’s really good to sit down and talk to people. So
39 you have been very veiy helpful. Is there anything that I haven’t
40 asked you that you would like to tell me about?
41 P: No, not really
42 I: Enn, how are you feeling now if we were to use the same scale of
43 1 to 10?
44 P: 8 or 9 again
45 I; 8 or 9, so it’s stayed the same. Good
46
47 Interview is brought to a close and child is debriefed
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Appendix 10:
Participant consent form (after interview)
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Unis
University  
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800 
Facsimile
+44 (0)1483 300803
Participant Consent Form 
(After Interview)
Name of researcher:
Anna Manners
Study Title:
Perceptions of femily relationships among adolescents with ADHD.
S ch o o l  of
Human
S c i e n c e s
Please initial box
1. I understand that the interview has been taped and I do not mind 
it being used by the researcher in this study.
2. I understand that the tape will be kept in a locked cupboard.
3. I understand that the tape will be destroyed when the study has 
finished.
□
□
□
Name of Participant; Date: Signature:
Name of Researcher: Date: Signature:
One copy for the participant, one for the researcher, and one copy to be kept with the 
hospital notes.
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Appendix 11:
Table showing themes endorsed by participants
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